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In this paper we have collected the records of all the cases of 
malignant disease of the uterus which were treated in the wards of 
the New Hospital from 1895—1907. During these 13 years there 
were 217 cases in which the disease affected the cervix and 48 cases 
in which it affected the fundus. 

Everyone who has undertaken an investigation of this sort will 
realize its difficulties and limitations. There is nothing more heart- 
breaking than to search for facts in old clinical notes, and when, to 
one’s surprise and pleasure, they yield the necessary information, 
the pathological department is often at fault, and fails to supply a 
sufficiently good section to enable a definite diagnosis to be made in 
a doubtful case. Another difficulty arises from the fact that 15 years 
ago the importance of after histories was not realized as it is to-day, 
and while it is now the rule to write to or see all the post operative 
cancer cases at least once a year, they often used to be lost sight of 
when they left the hospital, so that in many of the early cases no 
history can be obtained beyond a sanguine, but not very helpful, note 
to the effect that “ The patient returned home to-day, condition quite 
satisfactory.” 

In preparing this paper the clinical notes of all cases have been 
read, and all the microscopic sections that were available have been 
re-examined and reconsidered, in several instances where the 
diagnosis was doubtful and where the necessary material could be 
obtained, fresh sections having been cut. In more than one instance 
this has led to a revision of the original diagnosis. 

No case has been included in the series unless its claim to 
malignancy was found to rest on a reliable pathological basis, or 
unless, in the advanced cases, the description of the local condition 


27 


| 
if 


382 Journal of Obstetrics and Gynecology 


or an after history of recurrence or death left no room for doubt. 
In considering the operation cases the test has been strictly patho- 
logical, and several cases have been discarded as doubtful although 
they were considered malignant at the time of operation and 
subsequently. 


An attempt has been made to trace all the patients upon whom 
hysterectomy was performed, but the result, which will be found 
below, is far from complete owing to the fact that many of the letters 
were returned unanswered. 


All the cases in this series have been under the care of various 
members of the staff of the New Hospital for Women, Euston Road, 
to whom we are indebted for advice and help on many points and for 
permission to use the clinical notes. Miss Cock, from the medical 
side of the hospital, contributes the only case of chorion-epithelioma, 
which she published as early as 1896 in the British Medical Journal 
as “ A Case of Deciduoma Malignum with post mortem and micro- 
scopic appearances.” The other cases have been under the care of 
the surgeons, Mrs. Scharlieb, Mrs. Boyd, Miss Aldrich Blake, Miss 
Chadburn and Miss Anderson. We also owe much to Mrs. Flemming 
and Miss Woodcock, who preceded Miss Platt as pathologists to the 
Hospital, and to whose careful investigations great interest attaches. 


Unfortunately the notes of out-patient cases are not permanently 
kept, so that it is not possible to determine the ratio of cases in which 
radical removal of the uterus was attempted to the total number of 
cases coming to the hospital with malignant disease of the uterus. 


Malignant disease of the CERVIX : Operative procedure. 


In thirteen years changes have occurred in all branches of surgery, 
but perhaps in none more than in the special branch of pelvic surgery 
which we are considering. The operative procedure for dealing with 
cancer of the uterus has been transformed, a wide abdominal removal 
being substituted for vaginal hysterectomy, which in 1895 was the 
routine operation in our hospital as well as in other English hospitals. 
In the New Hospital abdominal hysterectomy for cancer of the cervix 
was first used in 1901, and since 1902 it has been the routine operation, 
The records of the cases of malignant disease of the cervix, in which 
hysterectomy was performed, show that in seven years, 1895—1901, 
the abdominal route was employed in two and the vaginal in 
twenty-five cases, whereas in the following six years, 1902—1907, 
58 abdominal and only two vaginal hysterectomies were performed 
for the same condition. At first the operation of abdominal 
hysterectomy differed little from that done for fibroids or other 
non-malignant conditions, as no attempt was made to do a wide 
removal of the cellular tissue of the broad ligaments, but the 
technique has been gradually altered, until at the present time the 
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method is practically the same as that described by Dr. Kelly in his 
well-known text-book of operative gynecology, e.g., the removal of 
the uterus and appendages with the broad ligaments and the upper 
part of the vagina, the uterine arteries being divided well outside the 
line of the ureters. If the condition of the patient permits, a 
systematic search for and removal of the lymphatic glands in the 
base of the broad ligament, on the uterine artery and at the brim 
of the pelvis should be undertaken at the same time. In several of 
the more recent cases, the uterus has been isolated by the application 
of Wertheim’s clamps before section of the vagina. The operation 
is finished by closing the pelvic peritoneum by a transverse suture, 
and the abdominal wound in the usual way, in three or four layers. 
The incision in the vaginal roof is left open and a temporary strand 
of gauze is passed through it in order to drain the large cellular 
space which is opened during the operation. When the gauze is 
withdrawn, 36 hours later, the cut edges of the vaginal wall fall 
together and, as a rule, firmly unite before the patient leaves the 
hospital in three weeks’ time. This method of drainage has been 
modified in some of the recent cases, and the vagina only drained, 
but the results, so far, have not been favourable to such a change of 
procedure. There has been more tendency to cystitis, and in some 
of these cases blood clot has collected and cellulitis has occurred. 


The importance of a thorough removal of the iliac and uterine 
glands, whenever possible, cannot be exaggerated. In the majority 
of cases in which there is recurrence, the metastasis is to be found 
in these glands, and as it is impossible to distinguish affected from 
non-affected glands at the time of operation, safety lies in their 
removal, 


By the vaginal route, unless by very extensive section, it is 
impossible to remove the glands or even the cellular tissue of the 
broad ligaments to more than a limited extent. The fact that certain 
cases have succeeded after a high amputation of the cervix, or a 
vaginal hysterectomy, is no justification for the use of these opera- 
tions. An enormous weight of evidence shows that the narrower the 
removal, the greater is the danger of leaving infected cells behind, 
and although it is impracticable to remove the whole lymphatic 
system draining the uterus, to the same extent that it is for the 
breast, we should approximate as closely as possible to the ideal 
treatment which, in the present state of our knowledge of cancer, is 
complete extermination of the diseased organ and the lymphatics 
draining it. 

At the present time it is scarcely necessary to put forward 
arguments in favour of the abdominal route as they have been 
accepted by the great majority of gynecologists in England and 
abroad, but as the abdominal operation was used in the New Hospital 
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before its general adoption in English hospitals the comparison 
between our two series of cases may be of some interest. 

Everyone recognizes that abdominal hysterectomy for cancer is a 
grave operation, difficult to perform and causing considerable shock 
to the patient, but it is also fair to remember that in experienced 
hands the primary mortality is not very high and that it is falling. 

In the New Hospital cases the primary mortality for abdominal 
hysterectomy is 6°6 per cent. (7.e., six deaths having occurred within 
a week of the operation out of a total of 90 cases who were operated 
upon), and 7°3 per cent. for vaginal hysterectomy (z.e., three deaths, 
two on the operating table and one of septic peritonitis, out of a total 
of 38 cases operated upon). 

If it is remembered that, in the calculation of this mortality rate, 
all deaths from abdominal hysterectomy (for cancer) are included, 
early cases as well as recent ones, and if it is also borne in mind how 
much the scope of operation has been extended by the use of the 
abdominal route, a radical removal being now attempted in much 
more advanced cases than was possible with vaginal hysterectomy, 
the comparison between these figures becomes more striking, and it 
certainly does not tell against the abdominal method. 

After vaginal hysterectomy patients used commonly to die from 
local recurrence in the vaginal vault. The first sign of trouble often 
took place very soon after the operation. Out of the total number of 
cases—29—in which vaginal hysterectomy was done for cancer of the 
cervix, the disease recurred in twelve cases in the vaginal scar 
within a few weeks from the time of the operation. 

After abdominal hysterectomy, as it is now done, it is exceptional 
to have a local recurrence, and with increasing operative skill and 
the use of Wertheim’s clamps in suitable cases, it is reasonable to 
hope that the number will be further reduced. In the whole series 
of abdominal hysterectomies for cancer of the cervix, comprising 
58 cases, local recurrence has taken place in four or possibly five 
patients, three of whom were among the earliest in the series. 

After a complete abdominal pan-hysterectomy metastasis, if it 
occurs, is most likely to affect the iliac glands. Hence the import- 
ance of their removal at the time of operation if possible. By the 
naked eye there is no way of discriminating between affected and 
unaffected glands. Small glands may contain cancer cells, and 
large ones may be simply inflammatory. This being so, it is 
obvious that an effort should be made to remove all accessible glands 
at the primary operation. In bad cases it is no light matter to 
undertake a systematic search for glands at the end of a long 
operation, and even in those cases in which it seems as if satisfactory 
removal had been accomplished the patient may develop symptoms 
of internal recurrence a year or two later. 

The number of patients in our series who have returned about two 
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years after their operation with symptoms due to recurrence in the 
iliac glands is very striking, and, it must be admitted that, there is 
little hope of successfully removing these glands at a secondary 
operation if this is undertaken when the glands are large enough to 
be felt on abdominal palpation, or when the patient herself is con- 
scious of symptoms for which they are responsible. Until the glands 
become adherent to the iliac vessels and other structures they do not 
cause symptéms, and when they have become adherent, the time for 
their removal has passed. This fact was demonstrated in several of 
our patients in whom secondary operations were performed on account 
of pain, discomfort or palpable swelling in the region of the iliae 
glands. 

In this connection, it may be of interest to refer to a patient who 
returned to the hospital three years after hysterectomy, on account of 
a ventral hernia. Except for the discomfort of the hernia she con- 
sidered herself to be in perfect health. When the abdomen was 
opened for repair of the hernia Miss Aldrich Blake took advantage 
of the opportunity to remove the iliac glands. They had caused no 
symptoms, but upon microscopic examination they showed deposits of 
cancer cells. It is now more than a year since the second operation, and 
over four years since the hysterectomy, and the patient is in perfect 
health. This interesting case led Miss Aldrich Blake to suggest whether 
it would not be well to advise an exploratory laparotomy, irrespective 
of symptoms, eighteen months or two years after hysterectomy for 
cancer of the cervix. The risk incurred from an exploratory 
operation is slight, and the advantage to be derived from it might 
be great. 


as instructive. 

Of the 29 patients upon whom vaginal hysterectomy was 
performed for cancer of the cervix, one is known to be alive and 
well at the present time, seven years after the operation. The 
malignancy of this case has been subjected to close scrutiny, 
especially as the note on the condition of the cervix and the 
description of the parts which were removed at the operation by no 
means carry conviction. The entry in the clinical notes is Mrs. B., 
zt. 38 1901, slide No. 675,673: “Uterus small, good position, quite 
movable, cervix large and thickened, bleeds on examination. There 
are nodular growths about the os.” This description would do for an 
unhealthy cervix with erosion and distended Nabothian follicles. 
A further entry in the clinical record goes on to say that at a second 
examination the cervix did not bleed, and that Mrs. Boyd, to whom 
the case belonged, considered it doubtful whether it was or was not 
malignant. A small piece of tissue was removed from the cervix 
and a frozen section examined. It was reported to be early squamous 
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celled carcinoma, and the uterus was removed. The section to which 
we are fortunately able to refer supports the original diagnosis of 
malignancy. If the case is accepted as a genuine one of cancer of 
the cervix, it is an example of a remarkably good result following 
vaginal hysterectomy in what obviously was an early case. Two 
cases, which were respectively an endothelioma and squamous celled 
carcinoma, remained well for two years, in 12 the disease recurred 
very soon after the operation, and the other patients have been lost 
sight of. 

The results from abdominal hysterectomy cannot be regarded as 
good, but they are very much better than the tragic figures which we 
have just quoted. The after results of 58 abdominal hysterectomies 
for cancer of the cervix are as follow :— 

26 patients are known to be alive and well at the present time, 
between 14 and 4 years after their operations. 

17 patients developed symptoms of recurrence, 11 cases in the 
first year and 6 cases within 3} years after their operations, 

15 patients cannot be traced. 


Malignant disease of the FUNDUS. 

It is well recognized that this is a much more hopeful condition. 
The lymphatics are not affected until late, so that in the removal of 
the uterus an extensive dissection of the cellular tissues of the broad 
ligaments is not required, and there is every hope that a compara- 
tively early operation will result in permanent cure. 

Of the 48 patients suffering from malignant disease of the fundus 
39 were treated by hysterectomy, 9 by vaginal and 30 by abdominal 
hysterectomy. The after histories of these 39 cases compare very 
favourably with those of cancer of the cervix :— 

22 patients have remained in perfect health since the operation, 
which was performed at varying intervals of 2—7 years 
ago. 

7 patients developed symptoms of recurrence, from 1—5 years 
after hysterectomy. 

3 patients died. 

7 patients cannot be traced. 


ANALYSIS OF CASES: Pathological Classification. 

Cervix, 216 cases. Of these, 93 were squamous-celled carcinoma; 
24 were adeno-carcinoma; 93 were of unspecified variety; 2 were 
sarcoma; 4 were endothelioma. 

Fundus, 48 cases. Of these, 37 were adeno-carcinoma; 1 was 
chorion-epithelioma; 10 were sarcoma. 

Of the 48 fundus cases, 17 were associated with fibroids, while 
of the 216 cervix cases in only 4 were fibroids noted as present. 

In classifying these malignant tumours of the uterus, for the 
most part easily grouped, we found in a few instances some difficulty 
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in placing them in their respective classes. Many of the earlier 
cases were incompletely reported upon; for instance, tumours of the 
cervix were described as carcinomata, no distinction being made 
between squamous-celled and adeno-carcinomata. As, unfortunately, 
no sections of these tumours were available for further examination, 
they have been grouped together in one class—unspecified or doubtful. 
All other reports have been verified by reference to the microscopic 
sections. 

Tumours of the CERVIX: 

Squamous Carcinoma or Epithelioma of the Cerviz. By far the 
greater number of our specimens of carcinoma of the cervix are of 
the squamous-celled variety. This fact does not support the state- 
ment made by Roberts in his Outlines of Gynacological Pathology, 
to the effect that the common type of cancer affecting the cervix 
appears to be a columnar-celled glandular carcinoma. 

Our series of microscopic sections serve to illustrate the three 
varieties of epithelioma described by Lazarus Barlow. Some of 
them, arising apparently from the Malpighian layer of the 
epithelium, show in places masses of cells arranged in layers round 
a central space, giving somewhat the appearance of a tubular growth. 
The peripheral cells have in a lesser or greater degree the characters 
of germinal epithelium, being columnar in shape, and taking nuclear 
stains well. As the cells approach the lumen they tend to become 
compressed, and approach the keratinous type. In the lumen itself 
may be seen débris of cells, pieces of keratinous material and 
remnants of stroma. Rapidly growing tumours of this variety in 
which the cells show little differentiation from their original type, 
and no keratinization, may easily be mistaken for glandular 
carcinoma. Another variety possibly arising from the prickle cell 
layer is one which is composed mainly of polyhedral or rounded 
cells, which show vacuolation or separation of the nucleus from 
the body of the cell. Other tumours have well-marked cell nests, 
with cells containing keratin. Several of our specimens have 
numerous cell nests. Evidently the presence of these in epithelio- 
matous growths of the cervix is not as rare as has been thought. 
It is surprising in how many cases careful search in microscopic 
sections is rewarded by the finding of one or more well-defined 
whorls. The discovery of an undoubted cell nest has, on more than 
one occasion, determined the inclusion among the epitheliomata of a 
tumour which might otherwise have been described as columnar 
carcinoma. 

Adeno-carcinoma of the Cervir. These growths, originating from 
the columnar epithelium of the cervical glands, have the main charac- 
teristics of the carcinomatous tumours of the fundus, as described 
later. In several sections taken from the growing edge of the 
tumour, the basal position of the nucleus, typical of the cervical 
columnar cell, is well seen. 
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Some of the specimens present difficulty in diagnosis, in that the 
glandular mode of growth is lost sight of, and the cells, owing to 
pressure, have lost their columnar shape, becoming rounded or poly- 
hedral, thus simulating an epithelioma. Sections taken from the 
growing edge will often clear up the difficulty. 

Sarcoma of the Cervix. These are quite typical cases, and easily 
diagnosed. 

Other Mesoblastic Tumours of the Cervix. Among the specimens 
are several in which diagnosis has presented many difficulties. These 
tumours, microscopically examined, seem to possess many of the 
characters ascribed to malignant growths which have their origin in 
the endothelial lining of lymphatics or blood-vessels. 

It has been said that in the present unsatisfactory state of our 
knowledge of the characteristics of endotheliomata, it is not 
justifiable to diagnose such a tumour unless the transition from 
normal endothelium to tumour endothelium can be demonstrated. 
In no one of our cases can this be done, but in some of them the 
microscopic appearances strongly suggest endothelioma. It is true 
that in many points there is also a resemblance to the Malpighian 
type of squamous epithelioma, and it is possible that in one or 
more of the cases the tumours may be of this variety, but after due 
consideration it has been considered allowable to include four of 
the cases in the class of endotheliomata. 

Case. K.T., et. 18, was reported upon by the pathological com- 
mittee of the Obstetrical Society, Trans. Lond. Obst. Soc., vol. xlvii, 
p. 320. <A brief description of the other three cases is given below. 


Case 1. Mrs. H., et. 41, 1905, slide No. 256, etc. Sections 
of the primary growth, taken from different parts, show strings 
or columns of cuboidal cells. Running parallel with these 
and outside them are several layers of fibrous tissue. Some 
of the columns are canalized, showing definite lumina. The 
sections pass through them in varying directions, some being trans- 
verse, others oblique and others longitudinal. The rounded ramifica- 
tions of the strings of cells are characteristic and are hardly to be 
; mistaken for the more angular growth of ordinary carcinomatous 
cells in lymphatic spaces. The individual cells are small and have 
: well-defined rounded nuclei which do not take the stain quite as well 
as the nuclei of carcinomatous cells. In the sections of secondary 
growths in glands the same arrangement of the cells is apparent, 
though not so marked, and the cells vary greatly in reaction to 
stain, and in size, some of them being enormous, others quite small: 


Case mt. Mrs. W., et. 52, 1900, slide No. 592, ete. Unfortu- 
nately this case is only represented by unsatisfactory sections. They 
show well-defined blood spaces, surrounded by irregularly disposed 
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cuboidal or low cylindrical cells, those nearest the lumen being well- 
formed and suggestive of endothelium. Between these columns of 
cells run bundles of fibrous tissue. 


Casetv. Mrs, W., et. 33. 1905, slide Nos. 447, 715, etc. The 
growth in this case was confined entirely to the cervix, above 
it was a mass of polypoid endometrium. The sections, as 
in the specimen first described, show interlacing strings or 
canalized columns of round or cylindrical cells. In places the cells 
are in masses, and are separated by a thin fibrillary intercellular 
substance. In the fibrous tissue between the cell groups is a good 
deal of small round-celled infiltration. The appearance of the 
columns of cells does not in any way suggest columnar-celled car- 
cinoma, having a much greater resemblance to sarcomatous tissue. 


Tumours of the FUNDUS: Adeno-carcinomata. 

The carcinomatous tumours of the fundus consist entirely of 
adeno-carcinomata, of which all varieties are present. We have not 
been fortunate enough to find any specimen of squamous-celled 
carcinoma, though in at least one case the columnar type of epi- 
thelium is quite lost, and the growth in many respects resembles 
squamous carcinoma. The adeno-carcinomata vary greatly in both 
their cellular and glandular structure. In some, the characteristics 
of malignancy are confined almost entirely to the glands, the 
epithelium being fairly well formed, and mostly in a single layer, 
while the basement membrane is intact. The glands show riotous 
overgrowth, becoming tortuous, and losing their glandular shape. 
Tumours of this type have been considered as of doubtful malignancy, 
especially as, in many cases, the growth does not penetrate deeply 
into the muscular coat. A curetting is not always satisfactory _ 
as a means of diagnosis in these cases, in that a section of hyper- 
plastic endometritis may bear a strong resemblance to the so-called 
adenoma malignum; also, in tissue from a curetting, of course, one 
does not expect to find evidence of penetration into the muscular 
coat, though this if only superficial, and taken alone is not 
enough to establish a diagnosis of malignancy, as in sections 
of a normal uterus one may sometimes see glands surrounded 
by the more superficial muscular fibres. It is rare, however, in a 
microscopic section of a curetting of a uterus, in which this type of 
growth is present, not to find some definite signs of malignancy. 
The character of the epithelium, its staining reaction, direction of 
the axes of the nuclei, the presence or absence of the basement mem- 
brane, should all be carefully considered, and we cannot urge too 
strongly the importance of recognizing these cases early, and not 
waiting till the disease is too far advanced for satisfactory treatment. 

Other cases in which the diagnosis is quite simple are those in 
which the glands have become irregularly multi-layered, the cells 


q 
i 
q 


390 Journal of Obstetrics and Gynecology 


having the characteristics of malignant cells and the basement mem- 
brane being lost. In places the lumina of the glands are quite 


obliterated, and the growth has deeply invaded the muscular wall of 
the uterus. 


Chorionepithelioma of the Uterus. 


The one case of this variety of tumour has the characteristic 
microscopic appearance of a chorionepithelioma. The sections show 
well-marked cells of the Langhans type, with masses of syncytium. 


Sarcoma of the Fundus. 


The 10 specimens of sarcoma are of the round, spindle or mixed- 
celled varieties. 


Fibro-myomata in Conjunction with Malignant Tumours. 


It is interesting to note the large proportion of cases of cancer of 
the endometrium, which were accompanied by fibroids in the uterine 
wall. Out of 37 cases of adeno-carcinoma no less than 17 of the uteri 
contained fibroid tumours, and of 10 cases of sarcoma 4 had fibroids. 
The high proportion of cases, in which malignant disease of the 
fundus and fibroids co-exist, suggests a causal relation between the 
two conditions. 

It is obviously impossible to determine the proportion of women 
in the ordinary adult female population who have fibroids, but 
judging from examination of patients in the gynecological out- 
patient department, among whom fibroids would tend to be of more 
common occurrence than in ordinary women of the same age, the 
number having fibroids falls very much below 1:3, which is the 
ratio in which fibroids were present in our cases of cancer of the 
fundus. These figures suggest that it is necessary to regard all 
fibroids with suspicion and to advise their close supervision and their 
removal as soon as they cause symptoms. 

It is undoubtedly a fact that in the majority of cases of fibroids, 
especially of the submucous or interstitial variety, a hyperplastic 
endometritis is present. Whether the two conditions are due to some 
common cause, to be found in elderly spinsters who are the class 
most liable to both diseases, or whether the endometritis is occasioned 
by some process of irritation of which the fibroid is the source, is a 
matter for investigation. A systematic microscopic examination of 
the endometrium in all cases of fibroids, might possibly throw light 
on the matter. 


In some of the cases of sarcoma with fibroids, of which there were 


four, the diagnosis was difficult. In deciding on the malignancy of 
such a tumour, stress must be laid on the irregularity in size and 
staining of the nuclei, the presence of mitoses and the passage to 
quite irregular forms. 
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Degree of Malignancy. 

The New Hospital cases are in accordance with the following 
recognized facts, that cancer of the cervix is enormously more malig- 
nant than cancer of the fundus, and that it occurs in younger women 
and in those who have had children. 

Sarcoma of the uterus, especially sarcoma of the cervix, appears 
to be particularly malignant. Sarcoma of the fundus is not nearly 
as rare as sarcoma of the cervix. 


Age Incidence and Fertility. 


The analysis of the ages and social condition of the patients cor- 
roborates the results of previous investigation. The vast proportion 
of women with cancer of the cervix are over 30 and have had children 
while the great majority of those with cancer of the fundus are over 
50 and have not had children, but there are exceptions to both rules. 
Women under 30 may develop cancer of the cervix and similarly the 
mothers of large families may suffer from cancer of the fundus. 
Sterility and virginity do not absolutely protect from one form of 
cancer any more than fertility does from the other. 

Of the total number of women in our series who suffered from 
cancer (in distinction to sarcoma) of the uterus, the cervix was 
affected in ‘215 and the fundus in 38 cases. In the cerviz cases, the 
average age of the patients was 44°5 years, and the average number 
of children per patient was five, while 107 women (50 per cent.) had 
had five or more children. Only six of these patients were un- 
married and childless. In the fundus cases, the average age was 
58 years, and the average number of children per patient was one, 
while only three of them had had more than five children. Eighteen 
of these women, or nearly half the whole number, were unmarried 
and childless. 


If the cases are studied by taking the ages in decades it is shown 
that cancer of the cervix tends to occur in women who are about ten 
years younger than those affected with cancer of the body. Sarcoma 
of the fundus is less uncommon in young and married women than 
carcinoma. 


Incidence of disease—arranged by taking the ages in decades. 


Carcinoma of the Sarcoma of 

Ages of Patients. Cervix. Fundus, the Fundus. 
30—40 ,, 2 
50—60 ,, 2 
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A closer investigation of the patients under 30 years of age who 
suffered from malignant disease of the cervix shows that the two 
youngest, who are the only ones not included in the table which has 
just been given, aged 15 and 18, were cases of mixed cell sarcoma 
and endothelioma. 

The others were of varying ages up to 30, all were married women, 
and with one exception all had had at least one child. In young 
patients the disease showed a high degree of malignancy, and either 
proved to be inoperable when first seen or recurred within a year after 
removal of the uterus. It is perhaps worth while to notice that the 
girl with sarcoma of the cervix, aged 15, had been treated for some 
months in the gynecological department of a London hospital. She 
complained of vaginal discharge but no pelvic examination was made 
until admission, when the vagina was found to be distended by a 
huge fungating growth. This case emphasizes the importance of 
making a thorough local examination even in young girls, under 
aneesthesia if necessary. 

In our series there are 5 cases of cancer of the cervix in virgins 
of mature years, between the ages of 37 and 48. These patients had 
not worn pessaries and no cause of local irritation could be found. 
The hymen was noted to be intact in all. Three were examples of 
squamous cell carcinoma, one of adeno-carcinoma, and one was 
doubtful. 

We hoped to form some conclusions in regard to the sympto- 
matology of the disease, but we can only give a colourless statement 
of facts that are already well known. 

In the great majority of the cases symptoms were absent until late 
in the disease, and in all the cases of cancer of the cervix pain was 
the last symptom of which complaint was made. In cancer of the 
fundus the order in which symptoms developed was: discharge was 
the first symptom in 17 cases, hemorrhage in 10, pain in 2. Of the 
10 cases of sarcoma of the fundus, hemorrhage was the most marked 
or the only symptom in 6 cases. __ 

In conclusion we should like to express our hesitation in offering 
this small contribution to the already overburdened literature which 
deals with the subject of cancer of the uterus. It contains nothing 
new, and it only represents a record of cases which have been 
investigated as thoroughly and carefully as the circumstances 
permitted. 
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A Case of Cystic Interstitial Uterine Fibroid 
Appearing Papillomatous. 


By Doran, F.R.CS., 
Senior Surgeon, Samaritan Free Hospital. 


An instructive monograph on cystic tumours of the uterus, by Salva 
Mercadé, appeared last year in a French medical serial.** He 
divided them into (1) mucous or follicular cysts, (2) hydatid cysts, 
(3) embryonic cysts, always associated with the name of Von 
Recklinghausen, (4) blood-cysts, including cavernous angioma, and 
also cysts of the other three classes into which hemorrhage has 
taken place. Huguier’s serous cysts were probably embryonic. 

I will relate an instance in my own practice where a uterus 
bore a solitary cystic tumour which cannot be referred to any of the 
above sub-divisions. This cyst was formed by the liquefaction of 
the connective-tissue in an interstitial fibro-myoma, the essential 
muscular tissue assuming the appearances of a papillomatous growth. 

Mrs, R. R., a Russian Jewess, aged 45, was referred to me on 
July 1st, 1908, by Dr. A. Gaster on account of a uterine tumour 
which had increased in size during the past two or three months, 
under his observation. She was 45 years of age, and had been married 
for sixteen years. She had borne six children, and the youngest was 
three years old. The puerperia, it seemed, were all normal. In 
1902 the patient suffered from rheumatic fever, followed by 
menorrhagia, from which she was never free during the succeeding _ 
six years. The catamenia were perfectly regular before the illness, 
appearing every four weeks with moderate show of blood; after the 
illness the interval varied from three to five weeks and the patient 
was troubled with hemorrhages. For two days before I first saw 
her she had been obliged to keep to her bed. 


The patient was very corpulent, pale, and rather sallow. A tense, 
spherical and freely movable tumour occupied the hypogastrium, 
extending upwards nearly to the umbilicus. The cervix uteri was 
continuous with the tumour and the vaginal fornices were free. 


The urine was rather scanty, very acid and turbid, clearing 
entirely on boiling; it was free from sugar or albumen. The tongue 
was moist, pale and rather rough, the appetite good, but the bowels 
were very constipated. The pulse was 72, small in volume and quite 
regular. There was a systolic murmur at the apex, conducted to the 
axilla. 


* «Les kystes de l’utérus.” Revue de Gynéc. et de Chirur. Abdom., vol, xi. p. 217. 
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The curette had been applied three months previously, but the 
menorrhagia continued. 

I kept the patient at rest for a week, and operated on July 8th, 
assisted by Dr. Clifford White, Dr. Belfrage administering the 
anesthetic; the tumour had sunk considerably downwards since I first 
examined it, half of its bulk occupying the pelvis. The abdominal 
walls were very thick with fat. The uterus, which seemed uniformly 
enlarged, was amputated above the cervix, both appendages being 
removed as well. 

As I cut through the uterus, about four ounces of clear serum 
escaped. At first I thought that I had laid open a gravid uterus, 
as some solid growth, like foetal membranes, floated in the serum. 
On further inspection I found that the solid growth had all the 
appearances of a papilloma such as develops along the line of 
Gartner’s duct, very pale pink in colour. It sprang from the inner wall 
of a cyst which lay entirely in the substance of the posterior wall 
of the uterus and constituted the tumour. The cyst projected into 
the uterine cavity, which in consequence was much dilated, but 
showed no visible signs of endometritis, the mucous membrane being 
very smooth and pale, nor did I find any pent-up discharge or 
coagula, 

The tissues on the cut surface of the uterine stump were free 
from new growths. I trimmed the stump lest any of the cyst wall 
might be left behind. The stump was treated in the usual manner, 
an anterior peritoneal flap being sewn over its raw surface. 

I saw the patient on November 17th. There had been no period 
since the operation; in August she was troubled with frequent 
flushings, which had subsided but occasionally woke her up at night. 
The abdominal wound had cicatrized well; the stump of the cervix 
had become smaller, and was quite movable. The patient was 
troubled with muscular rheumatism during the close weather in 
October, but declared that she was entirely free from pain or 
discomfort in the pelvic region or abdomen. 

Description of the Specimen. I cut away a piece of the intra- 
cystic growth and sent it to Dr. G. L. Eastes’ Laboratories of 
Pathology and Public Health, where sections were prepared for me. 
The uterus was sent to the Museum of the Royal College of Surgeons. 

I must observe that the parts removed shrank considerably before 
I was able to examine them at the conclusion of the operation, much 
serum running away out of the cyst. Already, as above related, 
four ounces escaped when the knife passed through the uterus. The 
preservative media and the freer opening of the cyst to expose its 
contents have caused further shrinkage. Hence it is impossible 
for me to record accurate measurements. The cyst cavity before it 
was laid open was about three times as capacious as it is in the 
mounted specimen, which will now be described. 
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Naked-eye Appearances. The specimen consisted of the body 
of the uterus and the appendages. The right Fallopian tube and 
ovary were normal. The left tube was obstructed at its orifice and 
slightly dilated; the ovary contained a blood-cyst which had ruptured 
during extraction. 

The body of the uterus was laid open anteriorly. The muscular 
wall was greatly hypertrophied ; it measured half an inch in thickness 
at the fundus and over three-quarters of an inch midway between the 
fundus and the cervix. The cut surface showed no interstitial 
growths, nor was there any trace of a myoma beyond the limits of 
the cystic tumour. The endometrium appeared quite healthy. The 
cyst, laid open like the uterus by a vertical incision anteriorly 
projected into and dilated the uterine cavity. It measured over 
three inches in its widest diameter. The cut edge of the cyst-wall, 
representing the tract of uterine wall between the cavity of the cyst 
and the uterine cavity, was about a quarter of an inch thick, but the 
tract of uterine tissue between the cavity of the cyst and the posterior 
surface of the uterus showed extreme hypertrophy, measuring about. 
two inches at its thickest part. The cavity of the cyst appeared 
stuffed with exuberant papillomatous or villous masses pale pink in 
colour, which floated in the fluid contents before the cyst was opened. 
The true nature of these solid masses was revealed by the microscope. 

‘Microscopic Appearances. The section of the intra-cystic growth 
prepared at the Laboratories of Pathology was carefully examined 
by Dr. Cuthbert Lockyer, Dr. Clifford White, Registrar to the 
Samaritan Hospital, and myself, and we failed to detect any 
malignant elements or anything more than a collection of fibro- 
muscular and connective-tissue, 

‘I again examined the section at the College of Surgeons and | 
submitted it to Mr. Shattock. According to that authority the 
growth was seen on section to consist of firm fibro-myomatous tissue 
with tracts of connective-tissue undergoing liquefaction without 
evidence of myxomatous changes. There were several blood-vessels, 
the arteries had well-developed muscular coats, as usual in fibroids, 
but there were no dilated lymph spaces, no trace of uterine glands, 
no epithelial structures of any kind and no sarcoma-tissue. On 
examining different parts of the section it was found that the 
softening of the connective-tissue had left the bundles of fibro- 
myomatous tissue isolated, so that they stood out in relief. In parts 
this liquefactive process had extended into the bundles, isolating 
the individual muscle-cells. 

Thus the cyst cavity represented the most advanced stage of the 
general liquefaction of the connective-tissue revealed by the 
microscope, whilst the solid portion, which simulated a papillomatous 
or villous mass, was simply the purely fibro-myomatous portion of 
the growth deprived of its connective-tissue. As there was no 
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myxomatous degeneration of the connective-tissue the fluid contents 
of the cyst were not thick and tenacious, but perfectly fluid. 

The tumour was in fact a solitary interstitial fibroid which had 
become cystic by liquefaction of its connective-tissue. 


REMARKS. 


This cyst was associated with a fibro-myoma, and Mercadé, to 
whom I have referred, excludes from his groups all cystic tumours 
secondary to solid uterine growths. It differed, on the other hand, 
greatly from the commoner and well-known types of cystic fibroid 
and other mixed growths. For that reason it will be advisable to 
dwell for awhile on its negative characters. I shall then explain 
that I have only found one case recorded of a uterine cyst where 
the positive characters were in any way similar to those given in the 
above description of my own specimen, and in that case the cyst was 
not solitary, as in mine, but associated with several flbroid growths. 

It is clear that the cyst which I removed was not a chorio- 
epithelioma, nor a carcinoma of any type. It was not an instance of 
Von Recklinghausen’s cystadenoma originating in Wolffian relics. 
It was not an adenoma. Cullen (Adenomyoma of the Uterus, p. 176) 
writes: “Given a myomatous uterus containing large cystic areas 
with smooth velvety linings and chocolate-coloured contents, adeno- 
myoma will usually be found,” but in this tumour there was one 
big solitary cyst; its lining was not smooth and velvety, and it 
contained a clear, not a chocolate-coloured fluid. The microscope 
revealed no glandular structures. Cullen, however, as will be 
explained, has come across a new growth not unlike that under 
consideration. 

Again, lymphangioma may be set aside. It is, in my experience, 
the commonest variety of “ cystic fibroid.” The dilated lymphatics 
form spaces which vary from microscopic proportions to big cavities 
holding many pints of clear pale yellow coagulable fluid. The 
lining membrane is smooth, being endothelium; the myomatous 
tissues lies outside, not inside, the cyst. 

Then it must be added that the tumour was not a true papilloma 
of any type. It did not lie in the line of Gartner’s duct, and Coblenz 
found that “ parauterine cystoma,” developed from the duct, was 
very rarely papillomatous (“Zur Genese und Entwickelung von 
Kystomen in Bereich der inneren Sexualorgane,” Virchow’s Archiv, 
Vol. Ixxxiv, 1881). Amand Routh (“On Cases of Associated 
Parovarian and Vaginal Cyst formed from a Distended Gartner’s 
Duct,” Trans. Obstet. Soc., Vol. xxxiv, p. 152) brings forward several 
cases where it seemed quite reasonable to suppose that in each 
instance the lower cyst was of Gartnerian origin, but it was vaginal, 
not uterine, and it did not bear papillomatous growths. 


i 
4 
* 
| 


Doran: Cystic Uterine Fibroid 397 


This tumour was cystic, so the question, which the microscope 
alone could solve, was, what kind of cyst might it be? We have seen 
that it did not represent a lymph-angioma; it was not multiple but 
quite solitary, and it bore growths instead of being smooth-walled. 
I must dwell, however, on a case related by Manoury of Chartres 
(“ Kyste volumineux inclus dans la paroi utérine: Hystérectomie 
abdominale,” Bulletins de la Soc. Anat, de Paris, 1894, p. 440). 
He operated on a girl aged eighteen, subject to menorrhagia for six 
months. The uterus reached as high as the umbilicus. As he 
amputated the body of the uterus above the cervix he was surprised, 
just as I was when I operated, by a rush of limpid fluid from a cavity 
laid open by the knife. As in my case, the new growth formed a 
cystic cavity in the posterior wall of the uterus, and bore solid 
contents. But the solid growth was found by Pilliet to be an 
interstitial sarcoma of the uterus, and the fluid came from minute 
cavities distributed over the entire area of the tumour substance. 
I presume that many would consider that the new growth was a 
cystic lympho-sarcoma, but Pilliet’s opinion must be respected, and 
the lymph spaces might have represented secondary changes. The 
main feature of resemblance to my case was the unexpected opening 
of the cyst during a hysterectomy. 

A more recent case reported by Herrenschmidt (“Sarcome 
kystique de l’Uterus,” Annales de Gynéc. et d’Obstét., July, 1908, 
p- 427) is otherwise suggestive. The patient was fifty-two years old 
and subject to painless enlargement of the abdomen for three years. 
Ovarian cyst was diagnosed, and there was a history of rupture 
with temporary relief. Just before the operation rupture occurred 
again. A big pouch, bearing a laceration, was found implanted on 
the fundus; its walls were very thick, and contained a chocolate- 
coloured fluid holding grumous masses; much had escaped into the . 
peritoneal cavity. The rest of the uterus was of normal size and 
bore one solitary interstitial fibroid smaller than a nut. The 
pathological characters of the tumour, removed by hysterectomy, 
are minutely described by Herrenschmidt. The cyst-wall was lined 
with densely-packed, frayed, cut tissue, and at the line of union of 
the cyst-wall and the fundus the normal muscular tissue of the 
uterine wall was succeeded by edematous fibro-muscular tissue, the 
fibres bearing more and more numerous round nuclei; further on 
interstitial hemorrhages were detected, and then true sarcoma-tissue 
with irregular cells. Lastly, towards the cavity this sarcoma tissue, 
very vascular, was seen to be breaking down. So in my own case 
did a cyst form from the breaking down of degenerate tissue, but 
there was no evidence of sarcomatous degeneration amongst the 
muscle-cells, 

Herrenschmidt notes that in three out of five recently-reported 
cases of cystic sarcoma of the uterus, as revealed by operation and 
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the microscope, the diagnostic clinique, as he politely calls it, was 
ovarian cyst. : 

The cyst in my case was fibro-myomatous tissue without glandular 
elements or lymphangiectases, and with no evidence of sarcoma or 
carcinoma. In another which I reported in 1893 (“ Large Cystic 
Myoma of the Uterus,” Medico-chir. Trans., Vol. 1xxvi, p. 325), the cyst 
was in all probability developed from a lymph space, the myomatous 
tissue around it was spongy and full of cavities which gave it a 
bullous appearance on section. This is a characteristic appearance 
in lymphangioma. But I found solid masses growing from the inner 
surface of the big cyst which formed the main part of the tumour. 
I suspected that they might be degenerate myoma tissue; they 
appeared as pedunculated bodies two or three inches long and 
apparently fibrinous. They proved to be really fibrinous, and 
represented changes in old coagula, such as are seen in hydroceles 
and bursal sacs. I failed to trace in their midst one single muscle- 
cell. 

Turning back to Cullen (loc. cit.), I at length find a description 
of a tumour which bore many points of resemblance to my own. 
A myomatous uterus contained “a central cavity filled with chocolate- 
coloured contents. This myoma (sic) had undergone a good deal of 
hyaline degeneration. In the centre was a cystic area and into this 
hemorrhage had taken place. It was not an adenomyoma.” Cullen 
adds a drawing, with the note that “the walls of the cavity were 
composed of myomatous tissue that had undergone partial hyaline 
degeneration, and the cavity was totally devoid of any epithelial 
lining. There had evidently been simple cystic formation as a result 
of the breaking down of hyaline tissue. Hemorrhage had taken 
place later.” 

Thus, after considerable searching, I have succeeded in finding 
a record of a uterine cyst produced, as in my own case, by degenera- 
tive changes in an interstitial myoma, though as far as can be judged 
from the above description of its histology, the degeneration was not 
homologous to that which was detected in my specimen. 


DEscRIPTION OF THE DRAWINGS. 


Fig. 1. The uterus laid open anteriorly so as to display the cyst which bulges into 
the uterine cavity. The cyst has been opened to expose its contents, degenerating 
fibro-myomatous tissue simulating a papillomatous or glandular mass. 


Fig. 2. Microscopic section of one of the pseudo-papillomatous growths in the 
cyst, showing its free edge towards the cavity of the cyst. No histological elements 
can be seen excepting fibro-myomatous and connective tissue. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Czsarean Section in a Case of Twins with 
Placenta Previa. 


By Rosert Jarpine, M.D., 


Professor of Midwifery in St. Mungo’s College, Glasgow; Physician 
to the Glasgow Maternity and Women’s Hospital. 


In August 1907 an unmarried primipara was admitted to the Glasgow 
Maternity Hospital in labour. The uterus was markedly retracted, 
and the child’s head lay above the brim and overlapped the 
symphysis. The pelvis was generally contracted as well as flattened. 
The true conjugate was barely three inches in length. As the child 
was alive Cesarean section was performed by Dr. A. W. Russell. 
The patient was not sterilized. As is very common in cases which 
have been long in labour before admission, there was considerable 
feverishness for some days after the operation. She and the baby—a 
boy—were dismissed well inside of a month. 

In February of this present year she married, and did not 
menstruate after marriage. On November 12th she was admitted 
to the hospital at 4a.m. within about two weeks of full time. Two 
hours previous to admission the membranes had ruptured, but there 
had only been one or two very feeble pains. The abdomen was found 
to be unusually large, and on palpating it the resident, Dr. Mitchell, 
easily diagnosed twins. The head of one lay above the brim, and the 
other child lay transversely in the upper part of the uterus. Both 
children were alive. The head at the brim did not overlap the 
symphysis much, but it could not be pushed into the pelvis. Per 
vaginam the os admitted a finger easily, and the edge of the placenta 
could be felt. Notwithstanding the situation of the placenta not a 
drop of blood had been lost, nor had the patient had any bleeding 
during the pregnancy. | 

I decided to do Cesarean section, and operated at 7-30 a.m., assisted 
by Dr. McBryde. A great many adhesions were found over the front 
of the uterus, especially in its lower part, and after the uterus was 
emptied a band nearly as broad as my hand was found to extend 
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from the back of about the middle of the body of the uterus to the 
top of the sacrum. One placenta was situated on the anterior wall 
of the uterus, and I cut down upon it. I do not think that more 
than a drachm of blood was lost during the preliminary incision, 
which was done through a pessary. This may have been due to 
the incision being in the line of the former one. The upper child 
was extracted first by the feet, and I had a little difficulty in getting 
the second one out, but this was partly due to the toughness of the 
membranes. It is curious that the membranes should have ruptured 
before labour came on, and yet I had some difficulty in getting them 
torn through from above. The separate placente and membranes 
were removed, and the uterus closed with catgut sutures. As the 
patient wished it, I tied her tubes and removed about an inch of 
each. There was very little blood lost during the operation. 

The children, both females, each weighed 5} 1bs., and they are 
thriving well. Each placenta weighed 1} lbs. 

The patient made a normal recovery. The lochial discharge 
was a little more profuse than usual for the first few hours, but the 
large placental area would account for that irrespective of the 
previal position of one of the placenta. 

This is the second time I have done Cesarean section with twins, 
but the first time I have done it in placenta previa. I have once 
done it with accidental hemorrhage and saved both mother and 
child. In neither of these cases did I find it necessary to remove 
the uterus. Cesarean section has been recommended in cases of 
placenta previa, but I would never feel justified in doing it in an 
ordinary case. 

The experience of my patient is, I should think, a unique one. 
Within sixteen months she has had Cesarean section performed upon 
her twice, has given birth to three children, has suffered from 
placenta previa and not had any hemorrhage, not to mention the 
fact that she has been married in the interval. 
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A Case of Status Epilepticus in a Parturient 
Woman. 


II. 


By Rosert Jarpinz, M.D., 
Professor of Midwifery in St. Mungo’s College, Glasgow; Physician 
to the Glasgow Maternity and Women’s Hospital. 


In July 1907 I published in this Journat a contribution on “Epilepsy 
and the Status Epilepticus in connection with Pregnancy and 
Labour, with illustrative cases.” Since then I have had several 
cases of epilepsy complicating labour under my care, and in addition 
another case of the status epilepticus. The following are the notes 
of this latter case :— 


Mrs, C., a secundipara, aged 25, at full term, was admitted to the 
Glasgow Maternity Hospital on March 15th 1908, at 12-30 a.m., with 
the history of convulsions which had commenced at 5-30 p.m. on the 
previous day. We could not ascertain the number of fits which she 
had had, but there had been a good many. 

The family history was unimportant. The patient’s father, 
mother and only brother were alive and quite free from any nervous 
disease. She had not had any serious illness since her first childbed, 
but some years ago she had got a severe fright while working as a 
polisher, by seeing a man enveloped in flames from his clothing 
taking fire. About 18 months ago, two months before her first | 
confinement, she had had two fits and had been ill with headache 
and nervousness for eight days afterwards, but her pregnancy had 
ended naturally without any more fits. The present pregnancy had 
been uneventful up to the onset of the fits.’ There had been no 
headache until the onset of the convulsions. 

On admission the patient was conscious but dazed. There was no 
edema, and uterine contractions were not, present. The urine 
contained 2 per 1000 albumen. The first fit after admission occurred 
at 5-20 a.m., and lasted a minute and a half. At 12-45 p.m. a second 
fit occurred. The patient was not unconscious between the fits, but 
she dozed a good deal. From 10-20 to 11-50 P m. she had three fits. 
During the twenty-four hours 24 ounces of urine had been obtained 
by catheter. The temperature had ranged .between 99°8°F. and 
101°4°F., and the pulse between 82 and 102, and the respirations 
from 18 to 26 per minute. The treatment had consisted of milk diet, 
salts and imperial drink, with a dose of 20 rains each of chloral 
hydrate and bromide of potash. 
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March 16th. The patient became very restless at 12-30 a.m., so 
a second dose of chloral and bromide was given. Labour was now 
going on, and a live male child (63 lbs.) was born by natural efforts 
at 2-10a.m. After delivery the convulsions became more frequent, 
totalling 32 in the twenty-four hours. A saline transfusion of two 
pints (one drachm each of chloride and acetate of soda to the pint) 
was given, and the chloral and bromide was continued 4-hourly. 
The urine was passed freely in bed. The albumen had entirely 
disappeared from it. 

From that time onwards the convulsions increased in frequency. 
As the chloral and bromide had no effect morphia was tried, but it 
also failed. On the 17th two pints of normal saline solution were 
again transfused, and on the 18th chloroform was administered con- 
tinuously for two hours. Slight anesthesia had no effect upon the 
convulsions, but deep anesthesia controlled them, but so much mucus 
collected in the throat that the administration had to be stopped. 
The fits commenced again as soon as the patient began to recover 
from the chloroform. 

At 12-30 p.m. on the 18th lumbar puncture was done, and 
one ounce of clear cerebro-spinal fluid was drawn off. It was under 
considerable pressure and spurted out during the fits. Ten grains 
of potassium bromide, dissolved in half an ounce of warm sterile 
water, was injected. This had no effect in controlling the fits, and 
in fact seemed to make them more frequent. The patient died 
somewhat suddenly two hours later after having had 318 fits in the 
hospital. The temperature had ranged between 100°F. and 101°4°F., 
and the pulse had never been much over 100 until near the end. 

Character of the convulsions. From the time of admission until 
late on in the evening of the 16th the convulsions were of the 
ordinary eclamptic character. There was no cry, and the movements 
were equally bilateral. After the evening of the 16th they gradually 
became unilateral, the right side being most effected, and by the 
morning of the 18th the left side was not affected at all. The arm 
and leg were affected to the same extent. On the 15th, 16th and 
17th, after many of the fits, the patient put up her left hand to 
her mouth and removed the gag. The period of coma after the 
attacks was very short. 

At first the case appeared to be an ordinary eclamptic one. The 
albumen disappeared within twenty-four hours of admission, and it 
was then evident that we had to deal with a case of status epilepticus. 
The removal of the cerebro-spinal fluid did no good, and it is possible 
that the injection of the bromide of potash may have done harm. 

The child was perfectly well while it was in hospital. No 
post mortem examination could be obtained. 


I am indebted to my resident, Dr. Ross Kilpatrick, for the careful 
notes of the case. 
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III. 


Rupture of an Incarcerated Retroverted Gravid 
Uterus. Recovery. 


By Joun Campsett, M.A., M.D., F.R.C.S. (Eng.), 


Surgeon to the Samaritan Hospital for Women, Belfast; and 
Consulting Surgeon to the Belfast Maternity Hospital. 


A youne woman of 22 years of age, recently married, menstruated 
for the last time in the end of April and the beginning of May, 1908. 
All went well until she was about four and a half months pregnant, 
when she consulted Dr. Smiley, of Belfast, on account of retention 
of urine. He drew off the urine and found the uterus to be com- 
pletely retroverted and not replaceable. With the patient in the 
knee-chest position he was unable to push the uterus up, and found 
that the fundus was adherent in the pouch of Douglas. The 
retention of urine recurred in about a fortnight, and the uterus was 
found to be still retroverted and fixed. The patient subsequently 
went on a visit to another district, and Dr. Smiley had not the 
opportunity of seeing her again until after labour had commenced. 
On November Ist the patient felt labour pains at 2am. These 
continued until 3 p.m., when some external hemorrhage appeared. 
Dr. Smiley was then summoned, and arrived about 5p.m. He found 
the patient complaining of pain in the lower part of the abdomen. 
She was also tender in this region, and some blood was coming from 
the vagina. The pulse was 100. On examination no presenting part 
could be felt and the outline of the os could not be satisfactorily . 
made out. On my arrival at about 7 p.m. I found matters to be in 
the same condition as when Dr. Smiley had examined. He put her 
under chloroform in the cross-bed position, and I then washed the 
vulva and douched the vagina with 1 in 2000 sublimate solution. 
On inserting the hand into the vagina it was found that a large 
opening led into the abdominal cavity, the hand passing between the 
posterior lip of the cervix behind and the bladder in front. No 
remains of the anterior lip of the cervix could be felt. The finger 
could be passed over the posterior lip and downwards into the 
contracted uterus, which lay completely retroverted in the pouch of 
Dovglas On passing the hand upwards above the pelvic brim the 
foetus, with the membranes enclosing it entire, was encountered 
lying free in the abdominal cavity. The membranes were ruptured 
and the foetus easily extracted. The placenta and membranes were 
then removed by hand without difficulty. The coils of small intestine, 
which had been pushed up by the ovum, now tended to come down 
into the vagina. A number of strips of sterilized gauze were then 
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packed into the opening so as to protrude well into the peritoneal 
cavity on the one hand, and to fill the vagina on the other hand. 
The application of an external pad of sterilized gauze and cotton 
wool completed the operation. In four days Dr. Smiley removed the 
gauze drain and thereafter kept the vagina packed with iodoform 
gauze. She was nursed in the Fowler position. 

The patient progressed favourably, though she had a good deal of 
tenderness and pain in the lower abdomen for the first week. Her 
temperature in the forenoon never exceeded 100°. It was not taken 
in the evening. The pulse rate did not rise above 80. She felt well, 
ate well, and slept well. 

This case is noteworthy from the fact that rupture of the uterus 
from retroversion is an exceedingly rare occurrence. It is also 
peculiar in that the rupture took place with the membranes still 
intact. Fortunately for the patient there was practically no 
hemorrhage from the laceration, and it was thus possible simply to 
remove the ovum and stuff the rent with gauze. The exact direction 
of the laceration could not be determined, but the body of the uterus 
was intact, empty and well contracted. 

I am indebted to Dr. Smiley for these notes and for permission 
to publish them. 
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McKerron: Unconscious Labour 


Physiological Anzsthesia During Labour. 


By R. G. McKerron, M.A., M.D., 
Physician te the Maternity Hospital, Aberdeen. 


THE exceptional character of the following case makes it worthy of 
being reported. 

On April 29th, 1904, I was summoned to a woman in her fourth 
confinement. I had attended her in her two previous labours, and 
both had been protracted and difficult owing partly to the size of the 
child, partly to a slightly diminished pelvic capacity. She was about 
30 years of age, muscular, healthy, and free from any marked 
neurotic tendency. 

Labour had begun early in the forenoon; and at 5 p.m., when she 
was first seen, the os uteri was almost one half dilated; the head at 
the brim and in the first position. At 7 p.m., the membranes were 
ruptured, when the head at once descended and engaged the os. The 
pains became frequent and strong, and were attended with so great 
suffering that I decided to give chloroform earlier than usual, before 
the head had passed the cervix. However, before the anesthetic 
could be begun an unusually strong pain came on; at its height the 
patient gave a loud scream and at once became unconscious. Her 
breathing was heavy and almost stertorous; her face somewhat 
flushed; the eyes fixed in a vacant stare; the pupils dilated but 
equal; the conjunctival reflex completely abolished. She was quite 
insensible to pain, but in all the limbs reflex movements could be - 
elicited. There was no muscular twitching at any time, merely 
general and complete relaxation. The condition was alarming and 
suggested at first the possibility of cerebral hemorrhage, but the fact 
that there was no paralysis and that the pulse retained its normal 
frequency and character was reassuring. 

The patient remained in this unconscious condition till the birth 
of the child fifteen minutes afterwards. Powerful uterine contrac- 
tions, accompanied by strong downbearing efforts, continued to recur 
every three minutes, but she was as unconscious of them as if under 
the full influence of an anesthetic. The coma remained unaltered 
and the conjunctival reflex absent till delivery was completed. 
Immediately the child was expelled she suddenly woke up, conscious- 
ness being regained almost as abruptly as it had been lost. There 
was no trace of mental confusion, but she remembered nothing, had 
felt no pain, and was surprised to learn that the child was born. Her 
recovery after labour was in every way normal. 

Painless labour, in which the whole process is completed without 
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appreciable suffering, is not unknown, indeed is probably not un- 
common. In his thesis Coliez! has collected a number of such cases, 
while more recently Wolff? has discussed the subject in the Archiv 
fiir Gynaékologie. Playfair mentions the case of a woman who, in all 
her labours, suffered nothing which could be called actual pain, 
though there was a sense of pressure and discomfort. A woman, 
attended by the writer in her subsequent confinements, which were 
accompanied by at least the usual degree of suffering, experienced in 
her first labour no more than a feeling of weight and numbness in 
the pelvis. The absence of pain in these cases finds its explanation 
chiefly in a diminished resistance, in a lax condition of the soft 
parts and a roomy pelvis,® but the fact that the resistance was greater 
than normal, while the uterine contractions were attended with an 
unusual degree of pain, places the present case in a different category. 

It is difficult to account for the sudden development of un- 
consciousness. Whether the coma was due to syncope, to sudden 
cerebral cedema, or to some disturbance of the circulation must be a 
matter of conjecture. Whatever the condition, the immediate cause 
was the severity of the pain. When the head is emerging from the 
vulva the suffering is sometimes so intense as to produce a state of 
frenzy in which the patient loses all control and is not responsible for 
her actions, but the condition is momentary and associated with 
uncontrollable excitement, not as in the case described, with complete 
relaxation and coma. 

Anesthesia produced in this way during labour must be very rare. 
I can find no record of any similar instance, though I have a re- 
collection of having somewhere seen the term “ physiological 
anesthesia” employed in connection with parturition. The term 
certainly suggests a condition similar to that described, but whether 
the writer had actual cases in view I am unable to say, as, in spite of 
a prolonged search, I have been unable to trace the reference. 


1. Coliez: 7hése de Paris, 1899. 
2. Wolff : “ Ueber Schmerzlose Geburtswehen,” Archiv f. Gyndk., 1906. Bd. lxxvii. 


3. In Wolff’s case (loc, cit.) the pelvis was of the rickety flat type and delivery 
had to be completed by the forceps. 
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Fatal Hemorrhage from the Vagina in a 
New-born Child. 


By R. G. McKerron, M.A., M.D., 
Physician to,the Maternity Hospital, Aberdeen. 


In October 1906, I attended Mrs. H. in her first confinement. 
Labour, apparently at term, was easy, the second stage lasting about 
two hours. The child, which weighed six pounds, though fairly 
developed, seemed lacking in vitality, but no anxiety was felt re- 
garding it. On the 4th day after birth there was a slight discharge 
of blood from the vagina. I explained to the nurse, who called to 
tell me, that it was not a serious matter and that the condition re- 
quired no special treatment. The hemorrhage continued but was 
slight in amount, little more than a stain, and did not seem seriously 
to affect the child. On the eighth day the bleeding increased and on 
the following day was comparatively profuse. The nurse was in- 
structed to pass cotton wool soaked in adrenalin solution into the 
vagina; this did not arrest the bleeding, and next morning I found 
the child collapsed, blanched and pulseless; several diapers had been 
soaked with blood from the vagina, while from an insignificant 
scratch on the upper lip over a drachm had been lost. The vagina 
was plugged with cotton wool, and there was no further bleeding, but 
the child died a few hours afterwards. There was no enlargement of 
the liver or spleen, and the stools at no time showed evidence of 
intestinal hemorrhage. No post-mortem examination was allowed. 

Hemorrhage in the new-born is not an uncommon occurrence. 
It is usually gastric, intestinal, or umbilical in origin; vaginal ~ 
hemorrhage is comparatively rare. Cullingworth?! collected 32 cases 
of hemorrhage from the genital organs of recently born female 
children. In the series of cases collected by Ritter (190) and by 
Townsend (50) there is no instance of vaginal hemorrhage. The 
source of the blood from the vagina is difficult to ascertain, but that 
occasionally it is uterine has been shown by post mortem examina- 
tion. Spencer, in his series of post mortem examinations on still- 
born children, several times found congestion of the uterine mucous 
membrane. 

Hemorrhage in the new-born may be an extremely serious con- 
dition. When from the umbilicus or intestine it not infrequently 
proves fatal, but I have never met with and never read of a case in 
which fatal hemorrhage from the vagina occurred in an infant. In 
Mr. James’ case? the child was weakly and premature, and the hemor- 


1. Liverpool and Manchester Med. and Surg. Rep., 1876, vol, iv. 
2. Trans. Obstet. Soc. Vol, xxxii, p. 66. 
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rhage does not appear to have been sufficient to account by itself for 
the fatal result. 

Such cases have usually no relation, as Holt observes, to 
hemophilia, which rarely manifests itself in young infants. 
Hemophilic children are generally healthy and vigorous, and 
seldom show evidence of their inherited peculiarity before the 
second year. These early hemorrhages are usually attributable to 
infection, but here there was no sign of infection in either mother or 
child, nor could any evidence of syphilis be obtained. That the 
bleeding was dependent on a hemorrhagic diathesis seems certain. 
No reliable family history could be obtained, but the mother stated 
that she was very easily “marked” and that she suffered from 
ecchymosis on the slightest injury. That fact and the bleeding from 
an insignificant scratch on the lip place the hemophilic nature of 
the case beyond doubt. 
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TECHNICAL MEMORANDA, OPERATIVE 
AND OTHERWISE. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 
Obstetrical and Gynecological cases in hospital and private 
practice. ) 


The Subcutaneous Catgut Suture. 
By W. E. Manchester. 


It has often been remarked that “there is no bad beer; but that 
some kinds of beer are better than others.” It might be said with 
equal truth that there is no bad way of closing incisions in the 
abdominal wall; but that some methods are better than others. 

Through and through suture with silkworm gut was long con- 
sidered good enough for all practical purposes. To this day it is 
always used by some operators; and all operators use it sometimes; 
as, for instance, in old and feeble patients who must be returned to 
bed without any loss of time. 

At present, most operators doubtless suture the abdominal wall 
in layers; and it is safe to say that the majority unite the skin 
and the subcutaneous tissue by means of interrupted sutures, some 
deep and some superficial ; though a continuous superficial suture for — 
uniting the skin edges is employed by a few. 

The subcutaneous suture for closing the skin incision is described 
and figured in various text-books, and is used by certain surgeons. 
It has not, however, become popular in this country. The writer 
has, by way of experiment, used the subcutaneous stitch for closing 
every incision made by him during the past year, with the exception 
of one or two emergencies. The result is that he has formed a 
definite conclusion to the effect that this method is a trifle better than 
any other which he has tried or has seen. The technique employed 
has generally been as follows. The peritoneum is closed with a con- 
tinuous suture of fine silk or catgut, a “ postmortem ” stitch being 
used. (The straight needle enters on the serous surface every time, 
first on one side of the wound then on the other.) This is very rapid, 
and no raw edge whatever remains in contact with the contents of the 
cavity. The fascia is united neatly and firmly by a sufficient number 
of interrupted stitches of medium silk or of hardened catgut. These 
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buried stitches have to bear any strain which may be put on the 
wound during healing, therefore strong and fairly durable material 
must be used. A long piece of medium catgut, which has not been 
hardened in any way is next used with a long straight needle. It 
enters the skin an inch or more away from the upper angle of the 
wound, so as to pass through a quantity of healthy uninjured tissue. 
It enters the wound exactly in the angle and just under the skin. 
The needle point is then passed just under the skin on one side, from 
the wound and back again into the wound, one-third of an inch being 
about the length of the stitch. The point then enters under the skin 
at the other side of the wound exactly opposite its point of emergence, 
and returns into the wound a third of an inch lower down. The cat- 
gut is thus made to zig-zag across and across just under the skin 
until the lower angle of the wound is reached. It then leaves the 
wound as it entered—through an inch or more of healthy tissue. 
On pulling upon the two ends of the catgut the skin margins gener- 
ally come into and stay in close and exact apposition. There is no 
need to fasten the ends of the catgut in any way in most cases. If 
the incision extends into the region of the pubic hair, the lower angle 
may tend to gape. If this occurs, the catgut may be taken a time or 
two through the two margins of the wound to fasten the suture off 
firmly. In a few patients who are fat or who have very elastic skins, 
it is necessary to supplement the subcutaneous suture with a few 
interrupted stitches, but this is quite exceptional. At the end of a 
week or ten days the dressing is removed. As by this time absorption 
has occurred, the ends of the catgut simply come away with the 
dressing. The wound is not washed until a few days later. In the 
meantime it is simply covered with a layer or two of gauze or cotton 
wool. In four cases the incision has failed to heal by first intention. 
In two of these the operation was done in a hurry for ruptured ectopic 
gestation, and there was no proper disinfection of the skin over night. 
In the other cases there was an excessive deposit of fat on the ab- 
dominal wall. In these cases there was slight suppuration, which 
was quite superficial, and which did not affect the buried sutures 
uniting the fascia. Healing occurred without delaying the con- 
valescence of the patients, and the scar was linear in each case. 

The advantages presented by this method of suture are as 
follows :— 

(1) It is rapid as compared with other methods. 

(2) It leaves a less conspicuous scar than other methods. 

(3) There are no stitches to be removed, which is a great ad- 
vantage in the opinion of timid patients who dread the removal of 
stitches as much as the operation itself. 

(4) If suppuration occurs it is merely superficial and does not 
affect the deeper portion of the wound. The risk of hernia is thus 
diminished. 
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Fig, 1.—A. Subcutaneous Suture inserted. B. Suture after the 
have been pulled upon. 


Fig, 2.—Scar photographed on the tenth day, on removal of the dressing 
and before touching or washing the incision. 
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(5) Suppuration is less likely to occur in this than in any other 
form of suture. The source of infection, at the present time, is 
generally the skin of the patient. Every hole made through the skin 
into the wound is a possible origin of infection of the wound. Every 
suture which passes through the skin into the depth of the wound is a 
possible track by which superficial suppuration may spread to the 
depth of the wound, to infect the buried sutures and to impair the 
union of the divided fascia. © 

In the subcutaneous suture, apart from the incision itself, only 
two holes are made through the skin. These are far removed from 
the angles of the wound, and the catgut passes from them into the 
wound through an inch or more of healthy tissue. Suppuration at 
the entrance or exit of the catgut therefore does not spread so far as 
to reach the wound. In ordinary scars it is often possible to count 
twenty stitch holes on either side. It must also be remembered that 
constriction of the skin by numerous interrupted stitches also impairs 
the blood supply of the wound and so favours suppuration. Again 
the cutting of the skin by tight sutures often opens up channels for 
infection. With no stitch there can be no stitch abscess. This fifth 
and last-mentioned advantage is the most important, and is that on 
which the writer wishes to base his humble suggestion that the 


subcutaneous continuous suture is worthy of extended trial by all 
abdominal surgeons. 
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REVIEW OF CURRENT LITERATURE. 


Scopolamine-Morphine Anzsthesia. 

R. R. Smitx (Surgery, Gynecology and Obstetrics, October 1908) gives a report 
on 229 cases in which he has used scopolamine-morphine previous, in all but four 
cases, to the administration of chloroform or ether. In a considerable number of 
cases in which curettage was done previous to laparotomy, chloroform was not given 
until after the completion of the former operation. The amount of chloroform re- 
quired, as compared with a series of cases in which chloroform alone was given, shows 
a reduction of more than one-third. Moreover, there are further advantages in the 
calmness of the patient before the operation, the facility for preparing the field of 
operation before the general anesthetic is given, the rarity of struggling or retching 
during the administration, and in the considerable diminution in the amount of post- 
operative vomiting. Smith has seen no untoward effects, but he has always carefully 
selected his cases. The only disadvantage is the variability of the action of the drugs 
on different patients; some are not influenced at all. He gives a detailed account of 
his method of preparing and storing the solution and of the method of its administra- 
tion. A long bibliography is appended. Mites H. Pairs. 


The Dangers and Advantages of Intra-Uterine Injections. 

Zweiret, Leipzig (Archiv Gyndk. Band lxxxvi., p. 298).—The difference of 
opinions in a matter of such great importance suggested to Zweifel the advisability 
of proving by extensive experiments whether lotions and solutions injected into the 
cavity of the uterus penetrate to the tubes and into the peritoneal cavity. Doederlein 
had admitted this possibility, and Zweifel’s early investigations had led to the same 
conclusion. In 1904 Thorn published a paper giving diametrically opposite results. 
In five cases out of six, no trace of the injected fluid could be discovered even in the 
tubes, 

Stimulated by this statement, Zweifel resumed his experiments, on cases requiring 
hysterectomy. He used a normal saline solution with pyoktannin (methylviolet) 1°1000, 
which was injected with a Fritsch-Bozemann catheter. He found that watery 
unirritating solutions, given under conditions avoiding stimulation and thus contraction 
of the uterus, generally penetrated into the peritoneal cavity. He neither curetted 
the uterus, nor disinfected the vagina before these injections, and finally he even 
gave up the preliminary bimanual examination, as he had noticed that either of 
these manipulations produced uterine contraction, and thus formed a more or less 
efficacious barrier to the onward flow of the fluid. There were some exceptions, 
but as a rule he could say: ‘“‘If the uterus is atonic the fluid passes on, if it 
is tonic, the fluid is retained.’? Tincture of iodine was found unsuitable for 
experimenting, owing to its tendency to form crumb-like deposits on the uterine 
mucous membrane, and also because, being mixed with alcohol, it represented two 
distinct kinds of stimulation. 

In order to establish the effect of the influence of alcohol, Zweifel substituted 
200cm. of alcohol for the normal saline solution, previously used with the methylene 
violet. The alcoholic solution penetrated as far as the tubes, but never as far as 
Douglas’ pouch ; its chemical irritation, however, was noticeable by a slight contraction 
to the finger guiding the catheter. 
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Zweifel next injected liquor ferri sesquichloridi, and found the fluid in the tubes, 
even when the injected quantity was less than 1 ccm, and the uterine cavity spacious, 
This also occurred when he had taken the precaution of introducing a probe mounted 
with absorbent wool to take up any superfluous fluid. This clearly indicates that 
not more than 2-4 drops of a caustic fluid should ever be injected into the uterine 
cavity. 

Painting the uterus with a mounted probe dipped into liquor ferri sesquichloridi is 
only efficacious if the cervical canal is wide; if the os is narrow every drain is pressed 
out again, and the treatment «is useless. Although thousands of injections and 
douches have been given without evil results (Zweifel ascribes this to a mechanical 
stimulation of the uterus which closes the proximal ends of the tubes), and although 
massage of the uterus is an almost unfailing method of preventing overflow towards 
the tubes, he advises never to inject more than three or four drops of a caustic fluid. 

Until he experimented in the above exhaustive manner Zweifel had in innumerable 
cases used these injections according to Braun’s method. As a rule the injection was 
followed by a severe attack of pain and sickness, which soon subsided, and the patient 
was rewarded by a long period of normal menstruation. But occasionally a case 
developed a more or less severe attack of peritonitis, and a few cases proved fatal. 

Determined to take no more risks now that he knew the cause of possible 
calamities, Zweifel devised a new method, which he has since used in hundreds of 
cases without any disturbance to the patient. He introduces a stiff metal tube into 
the uterine cavity; through this he passes a probe, made of three twisted pieces of 
wire, ending a loop, to which a swab of absorbent wool dipped in liquor ferri 
sesquichloridi is fastened. The fundus and every part of the uterus can thus be 
well swabbed out, and after withdrawing the probe the metal tube provides a safe 
outlet for the fluid. For patients with a narrow internal os, a preliminary dilatation 
is necessary ; multiparous women, as a rule, do not require this. 

Encouraged by these good results Zweifel extended his technique to the treatment 
of salpingitis, especially for early cases of ascending gonorrhoea when the swelling of 
the mucous membrane is not yet sufficient to block the lumen of the tube entirely. 
The injections used were solutions of argentamin in quantities of from one or two 
to five ccm., which were given daily or every other day, with a special syringe which 
is depicted in the paper. Each injection was followed by an attack of pain lasting 
one or two hours. In most cases rapid improvement was observed, and the majority 
of patients could be discharged cured after three weeks. Some got on more speedily, 
and a few had to be operated upon. H. T. Hicks. 


Remarks on the Symptomatology and the Nature of Genito-ano- 
rectal Scleroma (Esthioméne de la Vulve). 

R. Durvz and G. Rutter (Revue de Gynécologie et de Chirurgie Abdominale, 
November—December 1907) state that esthioméne de la vulve is not so uncommon as 
was formerly thought; out of a total of 1,240 patients attending the Saint Lazare 
they found 14 characteristic examples of the disease. They define it as a chronic 
genito-ano-rectal malady occurring in the female, and characterized by erythema, 
ulceration, hypertrophy and stenosis. They consider the name esthioméne unsuitable, 
as it excludes all but the ulcerating forms, though the other varieties probably occur 
more frequently. A much better name is that suggested by Verebére in1898, genito- 
ano-rectal scleroma. 

A study of the etiology of the disease shows that in most cases evidence of a 
previous attack of syphilis or gonorrhcea, or both, was found; more rarely trauma 
appears to have been the starting point of the ulceration. In one case the disease 
was associated with’pulmonary tuberculosis. The patients affected were prostitutes 
of the very lowest class. 
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The ulceration generally commences in the neighbourhood of the fourchette, as a 
very slight superficial erosion, which spreads without any tendency to cicatrization ; 
the margins of the erosion are considerably thickened. The vaginal walls are in- 
volved and become pale, hard, and parchment-like. In some cases the region of the 
urethra is first involved, the epithelium becomes pale, then white, and small con- 
gested vegetations can be seen scattered over the affected area. The meatus is 
deformed, the margin of the orifice being greatly thickened. Very rarely the disease 
commences about the anus or in the rectum. 


When the disease is advanced, the various parts of the vulva are unrecognizable, 
being partly obscured by large excrescences of new-formed tissue and partly eaten 
away by the ulceration which may perforate the rectum and give rise to fistula. 


The anus is generally surrounded by warty masses which may attain the size of small 
apples. 


The disease may remain stationary for long periods; it did so in one case for as 
long as nine years, but as a rule it progresses slowly. It is painless, and, unless the 
affected part is injured, it does not bleed. The general glandular system is not 
markedly affected. At first sight the disease resembles a local tuberculosis, but with 
the aid of the microscope the two conditions can easily be distinguished. The in- 
fluence of treatment serves to differentiate it from syphilis. It cannot be said to be 
specific nor can it be proved to be contagious. Genito-ano-rectal scleroma seems, in 
fact, to be originated by any vulvar ulceration, whether specific or not, and to be 
augmented by frequent coitus and by insanitary surroundings. A. Lione, Smita. 


Malignant Melanotic Vulval Growth secondary to an Adrenal 
umour of the Kidney. 

GrArenBerG (Virchow’s Archiv, vol. 194, pt. 1, October, 1908) publishes a very 
complete pathological report of a case of polypus of the vulva which was malignant, 
deeply pigmented, and found to be the sole metastasis derived from a hypernephroma 
of the kidney. A woman aged 65 had been subject for several years to irregular 
bloody discharges from the vulva, beginning about ten years after the menopause. 
Latterly the discharge had become very free, foetid, and yellowish-red in colour, and 
the patient was distressed with itching and burning sensations about the vulva. 
A dark brown, tuberous growth, with a broad attachment, stood out in relief from 
the vulva, occupying the entire left labium majus and extending to the left limits of 
the clitoris and meatus. Its more prominent portion was inky black in colour. The 
growth was excised, its base extended deeply to behind the symphysis and to the 
periosteum of the descending ramus of the pubes. On microscopic examination, it 
was found to be a true hypernephroma, the periphery was very vascular and the 
spaces between the vessels were filled with coarse-grained masses of pigment, which 
accounted for the deep black colour of part of the surface of the growth. The patient 
died of post-operative pneumonia. At the post-mortem a tumour was discovered 
which had not given rise to any symptoms during life. It was of the size of a 
child’s head and consisted of a new growth in an accessory adrenal, closely in- 
corporated with the left kidney and invading its pelvis. All the other organs were 
absolutely free from metastases, a fact which Grafenberg considers most remarkable, 
as the primary tumour had attained large proportions and the vulval metastasis, 
which was almost a fac simile of the zona fasciculata of the cortex of the normal 
adrenal, had existed some time and was actively invading neighbouring tissues, 


The first instance of a malignant growth in the vulvo-vaginal region, secondary to 
an adrenal tumour, was recorded my myself (ante, volume xi, p. 449); the second 
by E. Freund (Zentralb. f, Gyn., 1908, p. 304); an abstract of the latter appeared 
in this JournaL (ante, volume xiii, p. 368). Asan Doran. 
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The Development of the External Genital Organs of the Female 
with Especial Reference to the Hymen. 

Taussic (Interstate Medical Journal, October, 1908) as a result of a study of 
serial sections in six embryos varying from 16 to 30 cmm. in length, supports the view 
of Von Dohrn that the hymen is formed after the breaking through of the coalesced 
Miillerian ducts into the urogenital sinus and at a point further up in the coalesced 
ducts. In embryos of 16 to 18 cmm., Taussig found that at the point where the 
Miillerian ducts break into the urogenital sinus, there is a well defined fold such as 
is described by Nagel as the hymen. In embryos of 20 to 22 cmm., a long fold of 
vaginal tissue projects just internal to the fold at the entrance, so that the vaginal 
lumen is almost closed at this time not merely by a fold such as the one in the 
16cmm, embryo but by a thick well defined membrane. In later stages, in embryos 
of 28 to 30 cmm., the original fold can still be distinguished extending from the vulvo- 
vaginal opening, but it is now proportionately very much smaller and might readily 
be overlooked beside the fleshy membrane of vaginal origin lying further inward, the 
true hymen. There are at this time no secondary papille or folds such as are to be 
found in the vagina of the full-term foetus, so that it could not be said that this 
structure is merely such a secondary fold or papilla. It is a thick fleshy occluding 
membrane, the only such membrane found. A further proof that it is purely vaginal 
in origin is the fact that, even at birth, it is lined on both sides by the same vaginal 
epithelium. The sections show that the connective tissue fibres which go to make up 
the hymen are directly continuous with the vaginal connective tissue fibres and are in 
no wise associated with the vulvar connective tissue. Finally the hymen has papillae 
on both sides and the edges of its orifice or orifices are often irregular, as might be 
expected in a membrane resulting from a proliferating process but such as would not 
be expected in a membrane resulting from a ringlike dilatation. Several photomicro- 
graphs of sections through the developing hymen illustrate the writer’s contentions. 

J.S.F. 
Uterus Didelphys, Vagina Septa. 

G. Graarup (Zentralb. f. Gyn., 1908, No. 41, S. 1358), in a woman of 32, short 
but generally well built, found the external genitals normal, but between the labia 
minora there was a fold of skin like a cockscomb, which was continuous with a 
sagittal septum in the vagina. The woman had two separate vaginal canals, two 
vaginal portions, and, bimanually and with the sound, was found to have two in- 
dependent uteri which were independently movable for their entire lengths. The 
woman had had two children, the first born one month before term, the second fully 
developed. Both uteri bore the signs of past pregnancy. A stricture of the right 
vaginal canal discovered in her first childbed had disappeared after her second labour. 
Menstruation was simultaneous in both uteri. 


The Clinical Aspects of Retroflexion. 

Mayer, Tuebingen (Muenchener m. Wchns., 1908, No. 41, S. 2159), refers to the 
frequency with which it is reported that ‘‘ after the operation the uterus remained in 
its proper position but the patient’s sufferings were not relieved,’ and concludes : 
(1) That sacral and abdominal pains, downward pressure, vesical trouble and 
leucorrhcea cannot be accepted as symptoms of retroflexion. The sacral and abdominal 
pains are often nervous symptoms, or due to local complications. Vesical troubles 
and downward pressure are to be attributed chiefly to the descent of the uterus 
generally present with the retroflexion. (2) Descent, or prolapse, plays the chief part 
in the complications and generally, when it is remedied, the discomforts are relieved. 
If, therefore, an operation is not to be performed, the insertion of a simple ring 
pessary, without any regard to the retroflexion, is all that is necessary. (3) Any 
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other local or general complications are to be treated according to the indications 
they otherwise offer. Obstipation and consecutive thickening of the sacro-uterine 
ligaments are certainly among the most important. (4) Retroflexion, especially in 
nullipare, in itself, hardly ever requires treatment. The typical treatment of this 
displacement cannot be said to be fixation. (5) The unnecessary examination of 
neurasthenic patients, especially of nulliparz, is to be avoided. 


The Indications for Fixation Operations in Displacements of the 
Uterus and Vagina. 

Fen.ine, Strassburg (Muenchener m. Wehns., 1908, No. 41, S. 2158), at the 
recent meeting of German Scientists and Physicians, premising that retroflexion never 
required treatment until it gave rise to symptoms, alluded to the frequency of retro- 
flexion in young countryfolk : in such cases should general and symptomatic treatment 
fail, operative interference (Alexander-Adams) was necessary, since pessaries are not 
suitable for virgins. The prognosis for permanent cure and for subsequent childbirth 
after the Alexander-Adams operation is very favourable, and for mobile retroflexion 
it is the only operation that need be considered, laparotomy being quite unnecessary. 
In cases of firm fixation of the uterus and adnexa, an abdominal operation is to be 
preferred to a vaginal one. Acquired retroflexion occurring during childbed may be 
properly treated by pessaries. In cases of descent of the vagina and uterus after 
labour, which depend entirely of insufficiency of the pelvic floor, a plastic operation 
on the vagina is indicated, though in slight cases pessary treatment may be tried. 
The Alexander-Adams operation is serviceable in slight cases of descent also; pro- 
nounced prolapse, on the other hand, demands either vaginal or abdominal cceliotomy ; 
supravaginal amputation of the portio is not justifiable. Fehling advises fixation of 
the uterus, when large by the abdominal route, when small by the vaginal. When 
the prolapse is extreme and. the uterus atrophied and small, total extirpation may 
appear justifiable. 


The Principles underlying the Successful Surgical Treatment of 
Retrodisplacements of the Uterus. 

R. C. Corrgy (Surgery, Gynecology and Obstetrics, October 1908), in a invents 
and lavishly illustrated paper, on the basis of the developmental history of the 
peritoneum and of certain plastic operations on the peritoneum, both of man and 
lower animals, establishes the rule that when two peritoneal surfaces are brought 
together and held firmly, in an aseptic state, they adhere, lose their endothelial 
covering, and blend at the point of union. Hence it is possible, by means of sutured 
plications, permanently to shorten and strengthen, for example, a relaxed broad 
ligament. Coffey maintains that all the abdominal organs are supported chiefly by 
their peritoneal ligaments. The uterus is no exception, inasmuch as the broad liga- 
ments are its chief means of support. Hence in retrodisplacements of the uterus, the 
anterior folds of the broad ligaments should be shortened. The round ligaments, on 
the other hand, being largely composed of unstriped muscle fibres, are not adapted 
for affording continuous support. Their function is to poise the uterus on its true 
ligament, the mesometrium. In retrodisplacements the muscle of the round ligaments 
becomes exhausted, and they stretch. If means be taken to rest these overstretched 
ligaments, the muscle fibres will recover their tone and re-assume their function. 
Hence Coffey holds that the ideal operation for retrodisplacements consists in shorten- 
ing the anterior folds of the broad ligaments, at the same time temporarily utilizing 
the round ligaments. Absorbable sutures must be used in order that the rested 
ligaments may be able to resume their normal position and function. With these 
principles in mind Coffey analyses and criticizes five of the most commonly used opera- 
tions for retrodisplacements: Kelly’s, Alexander’s, Gilliam’s, Webster’s, and intra- 
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abdominal plication of the round ligaments. Finally he describes the steps of an 
operation which he has employed successfully in over 200 cases. By means of intcr- 
rupted catgut sutures, the inner inch and a half of each round ligament is fixed to 
the antero-lateral border of the uterus. Each round ligament is then seized an inch 
and a half further on, and the intervening portion is sutured to the uterus immedi- 
ately to the inner side of the first portion. Consequent on this plication of the round 
ligaments, two double folds of broad ligament are brought to the front of the uterus. 
Lastly, another fold of the broad ligament is brought in front of the interrupted 
sutures and fixed by a continuous suture. In three cases Coffey had to re-open the 
abdomen several months later. In each he found that the round ligaments had freed 
themselves from the thickened broad ligaments, and had regained their normal 
position and size Mites H. PuHItwips. 


Ventrosuspension or Ventrofixation Compared with Shortening of 
the Round Ligaments. 

Wrtxiam ALEXANDER (Surgery, Gynecology and Obstetrics, October 1908) records 
two cases in which he had to re-open the abdomen, ten and three years respectively, 
after the uterus had been fixed to the abdominal wall by other surgeons. In each case 
prelapsus uteri had been the indication for the first operation. In the first case 
dysuria and alternating incontinence and retention of urine immediately followed the 
operation and had continued ever afterwards. Alexander divided two thick pedicles 
which attached the uterus to the abdominal wall, and shortened the round ligaments 
intra-abdominally. The urinary symptoms ceased immediately, and six months later 
the patient was free from any bladder trouble and the uterus was in good position. 
In the second case frequency of micturition and incontinence when walking had 
preceded the ventrofixation, but were not relieved by it. Alexander separated the 
uterus from the abdominal wall and shortened the round ligaments intra-abdominally, 
with subsequent relief of the bladder disability. Alexander has never performed and 
strongly condemns the operations of ventro-suspension and ventro-fixation. He dis- 
cusses the principles on. which his own operation is based. He prefers it to intra- 
abdominal shortening because the latter operation puts additional strain upon the 
weakest part of the ligaments. He states that, after the performance of his operation 
for retroflexion, the use of an intra-uterine stem and a Hodge pessary during the 
convalescence is essential to success. He also maintains that his operation, combined 
with repair or advancement of the perineum, is permanently effectual in cases of 
prolapsus uteri. Before the climacteric, instead of advancement of the perineum, a 
Hodge pessary must be constantly worn. Mites H. Puuttirs. 


Ventrofixation and its Effect on Childbirth. 

LEopotD (Gyndkologische Rundschau, 1908, Heft 20).—In the earlier operations 
the uterus was fixed by two sutures, the upper being passed through the uterus 
between the openings of the Fallopian tube, and the lower one 0°5 to lem. below it. 
It was important to fix the fundus only. Buschbeck and Weindler, who have 
followed this method, are satisfied that the method is a good one, but draw attention 
to the fact that the point of fixation on the abdominal wall is also important, as 
fixation too high in the umbilical region is just as dangerous as one too low 
immediately above the symphysis. The position of choice is two finger breadths 
above the symphysis. Of 32 cases operated on in this position, 11 became pregnant, 
and passed through a normal parturition, E. Scorr CarMIcHAEL. 


Undesired Consequences of Colpocceliotomy and the Alexander- 
Adams Operation. 


HERMANN Frevnp, Strassburg (Muenchener m. Wehns., 1908, No. 41, S. 2158), 
peints out that though the frequency of hernia after laparotomy is insisted upon by 
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the partisans of colpocceliotomy, the modern technique of abdominal section has 
reduced that frequency to a minimum, moreover even vaginal operations have un- 
desired results, several of which he describes. Retroflexions may be caused by the 
cicatrices of anterior and posterior incisions in the vagina, and should any porticn of 
the uterus become adherent in an abnormal way, such adhesion is usually extremely 
firm, and is wont to be the origin of persistent pains and nervous trouble, as Freund 
has himself observed after vaginal shortening of the round ligaments. 

Serious interference with labour occurred one year after a vaginal Cesarean section 
performed on a primipara on account of eclampsia. Unyielding cicatrices in both lips 
of the os uteri and in the anterior and lateral fornices had led to fixation of the 
collum close to the promontory, to sagging outwards of the lower uterine segment and 
to distension of the cervix. Metreurysis succeeded after much trouble but Czsarean 
section was all but indicated. 

Freund has seen three instances of severe psychoses after the Alexander-Adams 
operation performed on women with hereditary or nervous disposition. He considers 
that the indications should be more strictly defined. When the operation is performed 
for complicated displacements it may cause not merely nervous troubles but persistent 
pains, an instance of which he narrates. He had under his observation at the 
present time the course of a first pregnancy in a woman on whom an Alexander-Adams 
operation was performed five years ago, and in whom now, at the seventh month, 
there was a sagging outwards of the lower uterine segment with pain and tormenting 
desire to micturate. The case is a warning not to overdo the shortening of ligaments 
in women of child-bearing age. Only one of the cases alluded to had been operated 
on by Freund himself, who took care to explain that he fully appreciated the opera- 
tions in question but considered that the indications for them should be strictly 
defined, and that they demanded technical improvement in the direction indicated. 


Perforating Wounds of the Uterus Inflicted during Intrauterine 
Instrumentation. 

A, P. Hetneck (Surgery, Gynecology and Obstetrics, October 1908) bases this 
paper on 154 cases of perforation which he has collected and of which he gives a 
tabulated analysis. They are classified according to the nature of the perforating 
instrument, curette, dilator, sound, etc. He uses the term pseudoperforation for a 
condition of affairs which is capable of conveying to the operator the impression that 
he has perforated the uterine wall, when in fact this mishap has not occurred. Such 
an error has led to a needless laparotomy and even to the removal of an intact 
uterus. A bicornute uterus, dilated uterine end of a Fallopian tube, or sudden re- 
lexation of the uterine wall, may convey to the operator the erroneous impression that 
he has perforated the uterine wall. He discusses certain pathological conditions of 
the uterus which predispose to the occurrence of perforation, such as puerperal 
softening, atrophy, malignant new growths, and inflammatory processes—diffuse or 
localized. In this connexion he points out that spontaneous perforations, due to pre- 
existing pathological changes, can and do occur. He considers at length how the 
frequency of the accident can be lessened, and how the morbidity and mortality 
following its occurrence can be diminished. Once the uterus is perforated all further 
intrauterine instrumentation must be suspended, and the cavity must not be irrigated 
nor swabbed with irritating antiseptics. He condemns vaginal hysterectomy in such 
cases, because it may lead to the removal of an unperforated uterus or of a uterus 
which, though perforated, might have been saved, and finally because it does not 
enable the operator to determine the presence of and, if necessary, to repair, co- 
existing intra-abdominal lesions. Heineck advocates immediate laparotomy, if the 
asepsis of the uterus or of the perforating instrument cannot be guaranteed, if there 
is prolapse of omentum or bowel into the uterine cavity, or if there is reason to 
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suspect internal hemorrhage or injury tg intestine. The visceral lesion must be 
repaired (in several of the cases resection of intestine was required) and the uterine 
perforation sutured if necessary. In the absence of the above conditions, expectant 
treatment usually results in recovery. Mites H. Pauttirs. 


Instrumental Perforation of the Uterus. 

Scuiosstein (Interstate Medical Journal, October, 1908) mentions a case in which 
after induction of abortion for pernicious vomiting the placenta was removed with a 
large loop curette and following this a portion of omentum was found at the external 
os. This was immediately replaced, a strip of gauze introduced into the uterus, and 
the patient removed to hospital for abdominal section. On opening the abdomen a 
tear was found between the attachment of the right round ligament and the level of 
the internal os. The gauze introduced into the uterus was protruding through the 
tear and had raised the anterior layer of the broad ligament. The tear was nearly one 
inch in length. The peritoneal layer also showed a tear, but smaller than the one in 
the uterine wall, and it was necessary to enlarge it in order to suture the uterine 
wound. There had been very little bleeding. The patient died on the following day. 
The author discusses at some length the causes predisposing to this accident, especially 
in the pregnant or recently pregnant uterus, and the precautions to be taken to avoid 
it. He agrees with what is quite evident from his account of the case, that it would 
have been much better to have left the gauze in position and not to have performed 
laparotomy. In a clean case and without evidence of bleeding this would have 
sufficed. The possibility of a vaginal operation instead of an abdominal one is 
suggested but the choice is left to the individual preference of the operator. J.S.F. 


Instrumental Perforation of the Uterus. 

P. T, Ssapowsx1, St. Petersburg (Zentralb. f. Gyn., 1908, No. 41), reports: 
In using a curette after an abortion in the third month, the medical attendant had 
perforated the uterus of a woman 25 years of age, and had cut away some loops of 
prolapsed small intestine. Ssadowski opened the abdomen, closed the ends of the 
divided intestine, performed a coloenterostomatomy and at the same time supra- 
vaginal extirpation of the uterus, and the patient recovered. 


Foreign Bodies in the Abdominal Cavity. 

Crossen (Interstate Medical Journal, August, 1908), after a short account of the 
way in which such accidents occur, proceeds to describe their consequences, and then 
to consider how they may best be avoided. Instead of large pads for packing back 
the intestines he has now adopted the large roll of gauze used by many operators. 
The great danger is from the small pads and sponges owing to the large number 
used. After trying many methods in common use, such as tying on tapes to each, 
clamping artery forceps to them, and such like, Crossen decided that detached sponges 
and pads must be eliminated entirely. He therefore uses a long folded strip of gauze 
packed in a cloth bag in such a way that it can be pulled out a little at a time as 
needed. The lower end of the gauze strip is sewn to the bottom of the bag and the 
rest of it packed firmly in, and the bag closed with a safety pin. At the operation 
the two ends of the bag are fixed to the operation sheet, usually one on each side. 
The gauze strip is pulled out and used for sponging as required, the soiled part being 
dropped away from the wound and another part being drawn out. The used part is 
never cut off. The greater part of the strip is always outside the abdomen and if, 
by any possibility, the whole strip, ten yards in length, should be hastily packed into 
the abdomen to check oozing, the end would still remain out for it is fastened securely 
to the bag and the bag to the sterile sheet. If the rule, never to cut a strip, is 
strictly adhered to, it is impossible to leave any part in the abdomen. There are some 
further considerations on the care of instruments in this very practical paper. 


J.S.F. 
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The Effect of Removal of the Uterus upon the General System of 
a Woman. 

Pankow, Freiburg (Zentralb. f. Gyn., 1908, No, 42, 8. 1870), working with 
Rauscher has investigated Krénig’s material. at the Jena and Freiburg Kliniks upon 
this question. They lay much stress on the fact that, in every individual case, the 
troubles complained of before the operation have been most carefully recorded, because 
they attribute the striking differences in the conclusions of earlier investigators to 
the omission of careful reports of this kind. In the evaluation of the results a dis- 
tinction must be drawn between two groups of women, those with sound, and those 
with unhealthy, nervous systems. Moreover, a sharp line must be drawn between 
molimina menstrualia occurring periodically and omission symptoms proper. They 
opine that molimina menstrualia are not observed after operation save in cases in 
which, before operation, they were represented by catamenial troubles. They never 
met with molimina which for the first time occurred, or even became more trouble- 
some, after operation. 

On the other hand omission symptoms not directly connected with the periods 
were frequently met with. These symptoms differed from the omission symptoms 
after castration in that, in the first place, they were far less severe, and secondly, 
that, contrary to the effects after castration, it was the younger persons who suffered 
least. They bore, on the whole, a closer resemblance to the ordinary troubles of the 
climacterium. As for the most part they affected women who were approaching the 
menopause it is a question whether in such patients such symptoms might not have 
occurred without the operation. In some of the cases, however, the symptoms 
occurred so abruptly after the hysterectomy that they must be looked upon as directly 
due to the operation. 

Morbid obesity and genital atrophy were not observed in any case. The condition 
of the blood was very variously affected : it appears that frequently repeated hemor- 
rhages, even when they are not very profuse, effect more irreparable changes than 
greater losses in a short time. The blood-forming organs seem to lose their reactive 
powers by degrees. . 

The effect on sexual feeling varies, it certainly is not invariably and definitely 
unfavourable. On the contrary any improvement in the general condition generally 
improves the sexual condition also. 


The Surgical Treatment of Carcinoma of the Cervix. 

J. L. Faure (Presse méd., 1908, No. 40) has, as subsequent observation proves, 
been able to cure nine out of twelve cases of carcinoma of the cervix upon which he 
operated by the abdominal way. The duration of their cure on the average amounted 
to four years and four months. On the grounds of his success he calls the profession 
to arms against cancer of the uterus. The disease is by no means so incurable as was 
formerly supposed, and as even some distinguished surgeons still believe. And that 
this is so must not only be impressed by every means possible on medical men, but 
the public must be informed in order that they may not, in their hopelessness, delay, 
but apply for medical aid as soon as possible, and thereby secure better prospects of 
cure. Even the most brilliant successes are of little use if only known to one section 
of the profession, the fact that carcinoma of the uterus may be cured must constantly 
be made known wider and wider to the medical profession and to the public. It is 
only in this way that the contest with this fearsome disease can be victorious. 


Carcinoma of the Uterus. 

At the recent International Congress of Surgery at Brussels one of the questions 
discussed was naturally, whether the vaginal or abdominal route was to be preferred 
in operating for carcinoma of the uterus. J. L. Faure advocated the abdominal 
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operation as practised by Wertheim with preventive ligature of the hypogastric 
(internal iliac) artery, or in complicated cases when the uterus was but slightly 
movable, a combined vagino-abdominal method, beginning in the vagina. With this 
Jacobs of Brussels, and Wertheim of Vienna, practically concurred. Wertheim 
exhibited some 200 preparations and gave a statistical statement of his cases, con- 
cluding with 59 per cent. of cases nonrecurrent after five years observation. Rouffart 
of Brussels, objected to the vaginal operation that by it all the glands could not be 
removed, while Czerny was unable to aétach any especial importance to the excision 
of all the glands as a routine practice. (M.m.W., No. 41, S. 2164.) 


The Treatment of Inoperable Carcinoma. 

HERMANN FReEvnpD, Strassburg (Muenchener m, Wcehns., 1908, No. 43, S. 2257) 
in seven instances has performed the extended Freund method of operation for uterine 
cancer, without any hope of prolonging the patient’s life, but in order to diminish 
the hemorrhage, discharge, and pain, and in all cases with more or less prolonged 
benefit. One case has been under his observation for nearly two years since the 
operation. In it at first, the necrotic portio was amputated, and the cancerous 
cavity thus disclosed was treated for a week with prolonged irrigations with 
peroxide of hydrogen before the abdominal extirpation was performed. The surest 
guarantee for a favourable result lies in due preparation, but prolonged preparation 
sometimes leads to considerable swelling of the parametria so that the true cancerous 
infiltration then seems less extensive than it appeared at first. It is essential to protect 
the peritoneal cavity and to cover in the cancerous organ before its removal. Freund 
is much afraid of injuries to hollow viscera, and advises that if it prove impossible 
to leave the ureters unharmed the operation should not be attempted, thinking it 
better to be contented with ligature of the arteries than to venture on implantation 
of the ureters. 

Of course one necessary condition for the operation is that the patient should be 
capable of undergoing such a serious surgical proceeding. Moreover, there must not 
be any perforation or extensive cancerous peritonitis. Lumbar anesthesia, which has 
little bad effect on the patient’s strength, is a favourable factor. In advanced re- 
current cancer in which the pain was so severe as not to be allayed even by large 
doses of morphia, Freund in two instances saw good results from a single induction 
of spinal anesthesia after which the sensitiveness to pain was for a long time so 
much diminished that the ordinary doses of morphia, dionin, or aspirin became 
sufficiently effective. 


Mixed Tumours of the Cervix Uteri. 

P. Puecu and Massasvau (Province méd., 1908, No. 19), find that mixed tumours 
on the collum of the uterus are uncommon. They are generally pedicled and project 
into the vagina. They are sharply distinguished by certain anatomical character- 
istics. They are composed of various tissues among which, and this is the important 
point, tissue is found different from that from which the tumour has developed. 
Logically, therefore, they cannot have originated from the tissue which is their seat. 
They must be considered, genetically, as embryomata which have arisen through some 
distorsion of development dating back to the earliest stages of embryonal exis- 
tence. Anatomically one point is common to all these tumours. Far the greatest 
part of the tumour consists of ordinary connective tissue in which fibrous, myxoma- 
tous, sarcomatous tissue, muscular elements, fatty matter and elastic fibres are inter- 
mixed in greater or less quantities. Two tissues are constantly found in these 
tumours—cartilage and muscular fibres; the cartilage being in the form of isolated 
foci of hyaline cartilage or in states transitionary to myxomatous tissue. These mixed 
tumours therefore arise from a form of connective tissue which differs from the 
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ordinary—containing chondrogenetic and myogenetic elements which represent the 
result of incomplete differentiation during embryonal development. They closely re- 
semble some tumours found in the kidney: the chief similarity being in the uni- 
formity of their origin consequent upon an anomaly in the embryonal development at 
their seat. They arise in certain organs only, especially in the genitals. Though it 
is possible to differentiate these tumours histologically from sarcomata, clinically we 
cannot do so. The proliferating masses in the vagina in each class present the same 
appearance. The symptoms caused are identical : hemorrhage, discharge and pain. 
Clinically they are to be considered malignant growths. Neither the removal of the 
tumour nor the amputation of the collum offers any prospect of cure, nothing does 
except the vaginal extirpation of the uterus, from which, if performed early enough, 
before the new growth has invaded the neighbouring tissues, permanent and definite 
cure may be expected (v. ante, p. 128). 


Melanotic Sarcoma of the Ovary. 

Basso (Annali di Ostetricia, August, 1908) draws attention to the frequency with 
which melanotic sarcomata occur in the external genitals and their rarity in the 
internal, and describes six cases of ovarian melanotic sarcomata, the only ones he 
has found recorded in literature. Only one of these cases could be considered 
primary, the others being secondary to melanotic sarcomata in other organs. He 
adds an account of another case which came under his own notice in a hospital in 
Florence. A woman, aged 27, some time after removal of a melanotic tumour from 
the right parieto-occipital region, showed signs of two ovarian tumours which were 
diagnosed as sarcomata. By this time she had begun to suffer from serious cachexia 
and from pulmonary and cardiac lesions, and she died a few months later. At the 
post mortem, metastatic melanotic tumours were found in the heart, liver, kidneys and 
spleen, as well as in the ovaries. A minute histological examination of the ovarian 
tumours was made, and from it Basso concludes that they originated from the 
endothelium of the lymphatics and, collaterally, from the perithelium of the vessels, 
without excluding the posibility of concomitant proliferation of fixed cells from 
connective tissue and from certain pigment cells. After referring to disputed points 
on the origin of the pigment, Basso holds that melanotic sarcomata must be primarily 
developed in organs which-normally contain pigment, and considers that the case 
related is interesting, from its rarity, from the path followed by the metastases, and 
from the light which may be thrown on the question of the origin of pigment in 
melanotic sarcomata. J. H.F. 


The Ovaries and Osteomalacia. 

Cramer, Bonn (Zentralb. f. Gyn., 1908, No, 42, S, 1870), castrated an osteo- 
malacic woman in the eighth week of pregnancy : the pregnancy went on to term; 
the osteomalacic symptoms disappeared in a very short time. It follows that the 
aggravation of osteomalacia during pregnancy is not due to the pregnancy but to 
the condition of the ovaries. Not merely during menstruation but still more during 
pregnancy, the ovary is extremely hyperemic, and much enlarged. The normal 
ovary, owing to its internal secretion, has a recognized influence on metabolism, and 
this influence is naturally increased when the organ becomes hyperemic and enlarged. 
An explanation is hereby afforded for the puerperal osteophyte, and also for the 
aggravation of osteomalacia during menstruation and pregnancy. Osteomalacia, how- 
ever, is not a symptom of functional disease of the ovary, it is a definite disease of 
metabolism, which is only influenced by castration because the ovary exercises an 
influence over metabolism in the same sense. For this reason osteomalacia in a 
woman near or past the climacteric is little if at all benefited by castration, because 
then the function of the ovaries upon metabolism is insignificant. 
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Hypernephroma of Ovary: Premature Puberty in a Child aged 
four years. 

Gavpier (Echo médical du Nord, July 26, 1908) recently performed ovariotomy on 
a child aged four years, who had been subject for three months to menorrhagia with 
uterine hemorrhages between the periods. The child was very hairy (C. E. Adams 
and Bullock and Sequeira have pointed out this peculiarity in children subject to 
tumours of the suprarenal body itself.—Rep.). The nymphe were strongly pigmented 
and protruded beyond the labia majora.’ The breasts were strangely hypertrophied, 
the nipples bearing areole with all the appearances seen in pregnancy. The abdomen 
had been swelling for about five months. Gaudier detected a smooth movable tumour 
of the size of a large orange. It was removed without difficulty or complications. 
Its outer wall was thick and pearly in colour, a tract of ovarian tissue with normal 
follicles was seen on its surface, whilst its interior simulated a solid glandular cyst. 
Under the microscope, however, the tumour was found to contain most characteristic 
groups of cells typical of adrenal tissue. These groups of cells gave an ochreous 
tint to the cut surface of the tumour as seen by the naked eye. A big corpus luteum 
was found, and its histology could be readily distinguished from that of the aree 
of adrenal cells which made up the greater part of the tumour. Gaudier reckons the 
new growth as a hypertrophy of an accessory suprarenal body developed in the 
parenchyma of the ovary. He ends his report with an instructive summary of 
previous researches. Accessory adrenals may be developed (1) in the kidney, liver, 
etc. ; (2) along the track of the abdominal sympathetic ; a somewhat specialized type of 
medullary tissue forming Stilling’s paraganglions (possibly confounded with the 
retroperitoneal cysts ascribed to the Wolffian body; the reporter has discussed this 
subject in “Cystic Tumour of the Suprarenal Body,” Proc. Royal Soc. Medicine, 
July, 1908, Surgical Section) ; (3) in the neighbourhood of the genital tract. Firstly, 
under this head, come accessory adrenals in the broad ligament, first described by 
Marchand in 1883, who reported eight cases. The total, according to Gaudier, now 
amounts to 26, including Pillet’s and Vaux’s, overlooked by Aichel, who collected 
24 cases in a recent monograph. Secondly, in this sub-group, come those accessory 
suprarenal bodies which are found in the substance of the ovary, and are the source 
of hypernephroma. They are most frequently detected in youth, and their medium 
diameter is 5 millimetres; they usually undergo atrophy in adult life, but they may 
become tumours. About five such tumours, including Gaudier’s, have been detected. 
The first observations of accessary suprarenal bodies in the parenchyma of the ovary 
were made by Marchetti in 1904; he described two cases. Ulrich afterwards reported 
two where the bodies lay in the hilum. The tissue is purely cortical in these bodies 
found in the ovaries, (See also, for the literature of the subject, including premature 
development, 7'ransactions of the Pathological Society of London, Vols. 53 (1902) and 
56 (1905), also the Reporter’s “Malignant Vaginal Polypus secondary to an Adrenal 
Tumour of the Kidney,” Journ. of Obst. and Gyn. of Brit. Emp., June, 1907, 
p. 449.—Rep.) ALBAN Doran. 


Primary Cancer of Fallopian Tube: Secondary Tumour in 
Stomach. 

Everke (Monatsschr, f. Geb. u. Gyn., October, 1908, Society Reports, p. 461) 
publishes a full history of the second case under his care. The patient, when he 
operated, was 46 years of age. Shortly after marriage she suffered from a free 
purulent discharge. She had borne two children, and the youngest was over twelve 
years old. She consulted Everke on account of a bloody discharge, and he detected 
a pelvic tumour as big as a fist. He operated in February, 1902. The tumour had de- 
veloped in the right Fallopian tube, and encroached on the parametrium. The uterine 
end of the tube appeared healthy. In removing it, over one inch and a half of closely 
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adherent rectum was opened. The uterus and left appendages were not removed ; 
the former was fixed to the abdominal wall and the wound in the bowel closed by 
suture. No metastatic deposits were detected in the abdominal cavity. In February, 
1903, the patient was still in good health, the periods were regular and moderate, 
and on exploration Everke found that the parametrium was free from exudation. 
Early in the following September the patient began to complain of pains in the region 
of the stomach. A tumour of the size of a goose’s egg could be felt in the 
epigastrium. It grew larger, and the pains increased ; the patient died at the end of 
March, 1905, a little over three years after the operation. The primary tumour was 
a typical adenocarcinoma. Everke adds that the first case of primary cancer of the 
Fallopian tube in his practice has been recorded by Orthmann in his article “ Zur 
Kenntnis der malignen Tubenneubildungen” (Zeitschr. f. Geb. u. Gyn., Vol. lviii). 
The patient died a year and a quarter after the operation. Everke claims that, 
according to Orthmann’s tables, his second case would be the eighty-fifth on record. 
(An abstract of Orthmann’s article will be found in this Journat, Vol. xi, p. 72, and 
some more cases have been noted in later volumes.) ALBAN Doran. 


The Permanent Results of the Conservative Treatment and the 
Indications for Operative Treatment, in Chronic Inflammations 
of the Uterine Adnexa. 

Procnownick, Hamburg (J/uenchener m, Wcehns., 1908, No. 41, S. 2159), 
since 1902, has invariably dealt with chronic inflammatory diseases of the uterine 
adnexa, in the first instance, by conservative treatment, and has found that of 
160 cases, altogether 70 per cent. were cured, 85 after a single course and 27 more 
by a repeated course of treatment. The means adopted were: complete rest, plain 
nourishing food without stimulants, no aperients except vegetable enemas when 
absolutely necessary. Ice was applied in the first instance, and afterwards warm 
wet compresses, later still hot air, hot irrigations, sitz baths and body baths. Also 
the use of the mercury colpeurynter for three hours a day, and the introduction of a 
hard gum cylinder at night. Body massage was begun early. Tampons of glycerine 
or ichthyol were also applied locally but never more than 5 per cent. nor oftener 
than once in four or five days. In the 48 cases which were not benefited, the first 
course of treatment had no objective effect. Cases in which conservative measures 
prove useless should be operated upon as soon as may be, but as chronic affections 
of the adnexa nearly always depend on inflammatory process, an effort should be 
made to effect a cure conservatively by the opening of exsudates. 

Prochownick sums up his experience as follows :— 

(1) Patients, whose serious affections resist all treatment, should be operated 
upon after careful clinical observation for five or six weeks, unless the complication 
of tuberculosis is present. 

(2) All women who, after prolonged, conservative, hospital treatment, present no 
objective improvement, and who soon relapse, should be advised to submit to opera- 
tion. Conservative measures should not be persisted in unless with the view of 
evacuating abscesses. Early interference in such cases may permit the preservation 
of organs and their functions. 

(3) Early interference is directly indicated in unilateral tumours which are, or 
appear to be, connected with disease of the cecum. 

(4) In tuberculosis of the adnexa, whether uncomplicated or associated with other 
infection, especially gonorrhceal infection, no operation should be undertaken for even 
the most serious local disease, unless the lungs and urinary system are still uninvolved 
or nearly so, and a radical operation is possible.. 

(5) Tumours persistently fistulous, especially suppurating tumours in connection 
with the intestines should be dealt with as radically and as soon as possible unless 
they are extraperitoneal and accessible for free drainage. 
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The Diagnosis of Ectopic Gestation. 

J. A. Sropparp (Surgery, Gynecology and Obstetrics, October 1908) in a short 
paper, insists on the diagnostic value of the following symptoms: (1) the painless 
nature of the overdue menstrual flow, when it has previously been painful; (2) the 
desire to strain at stool, after the bowels have been emptied; (3) violent pain under 
the point of the scapula after a profuse internal hemorrhage. Mites H. PHitwips. 


Primary Implantation of an Ovum in the Pelvic Peritoneum. 

B, C. Hirst and N. Knipe (Surgery, Gynecology and Obstetrics, October 1908) 
report as follows: On opening the abdomen of a young woman, for acute abdominal 
pain and syncope, a moderate quantity of free blood was found in the pelvis. On 
the posterior surface of the left broad ligament, above and to the outer side of the 
utero-sacral ligament, there was a spherical tumour, with a small orifice, from which 
blood was exuding. The tubes, ovaries, uterus, and the remainder of the bread 
ligaments were perfectly normal. The tumour was covered with peritoneum. On 
opening it, after removal, a minute embryo was discovered. On microscopical 
examination, nuclei of endothelial cells of the peritoneum could be distinguished over 
two-thirds of the periphery of the ovum. At the point of erosion chorionic villi were 
visible. The writers claim that their specimen satisfies all the criteria of a primary 
peritoneal pregnancy. Macroscopic drawings and micro-photographs are given. There 
are also brief summaries of Galabin’s and Witthauer’s cases. Muizes H. Puitwirs. 


A Case of Combined Intra- and Extra-uterine Twin Pregnancy. 

M. Guttxer (Bull. Soc, Obstet., Paris, 1908, Nos. 6 and 7) reports the following 
case. The patient, a married woman aged 42 years of age, who had had one child 
44 years previously, had enjoyed good health, and her menstrual functions had been 
normal up to the occurrence of the last menstrual period in the first week of January 
1908. She felt perfectly well until the end of February, when she was suddenly 
seized with severe pain in the abdomen which lasted for an hour and was accompanied 
by vomiting; this pain was relieved by rest. Three weeks later a similar attack 
occurred but lasted longer, and a doctor was consulted who found nothing serious the 
matter, the uterus being enlarged as if by an early pregnancy. The symptoms return- 
ing a few days later a mass was found behind the uterus. When the patient was 
seen by Guillet her abdomen was found to be distended and a tumour mass was felt 
occupying the lower part of the abdomen, extending up to three finger breadths 
below the umbilicus and lying more to the left iliac region. The tumour was smooth 
and rounded in outline; no souffle could be made out. 

On vaginal examination the cervix was found to be soft, the os patulous and pushed 
close behind the symphysis by a large tumour filling the pouch of Douglas and pro- 
jecting into the vagina, rounded in outline, fluctuant and separated from the cervix 
by a deep groove; the uterus was fixed on abdominal examination, but could be 
moved by the examining finger in the vagina. The diagnosis of tubal pregnancy 
having been made, the abdomen was opened and the following condition was found 
to be present—the uterus resembling in size that of a three-months’ pregnancy was 
found in close apposition to the mass which lay in the lower part of the abdominal 
cavity and shut off from it by adhesions. Sub-total hysterectomy was performed, and 
the mass found to be a hematocele filled with blood clot. This was also removed 
together with the right tube, which was found to be greatly distended and ruptured 
near its uterine end; the left appendages were normal. The patient made a good 
recovery. On section of the tube it was found to contain coagulated blood with 


placente but no embryo. The uterus contained a three-months ovum with its 
embryo. 
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In his remarks on the case Guillet thinks the diagnosis of intra-uterine pregnancy 
was impossible owing to the close apposition of the uterus to the hematocele as felt 
by the abdomen. If the patient had been examined before the formation of the 
hematocele the uterine pregnancy might have been made out. The justification for 
the removal of the uterus was the risk that the patient ran in her enfeebled state from 
an abortion with possible hemorrhage; the age of the patient (42) was also a deter- 
mining factor. The diagnosis of twin pregnancy at the 3rd month was made from 
the history of the regularity of the menstrual functions until three months before the 
onset of the pain, this pointed to a tubal rupture, and the subsequent examination 
of the ovum in the uterus confirmed the diagnosis of the age of the embryo. In the 
opinion of the author the tubal pregnancy had not occurred before the onset of the 
uterine. No comment is made in the report on the fact of uterine hemorrhage being 
absent at the onset of the symptoms. A. Loutse McItroy. 


Sterility. 

A, Maver, Tubingen (Volkmann’s Sammlung, p. 499, 1908), writes an academic 
dissertation on this subject. He treats of sterility in the woman only, but notes that 
in at least one-third of sterile marriages the husband is responsible, so his condition 
should always be investigated. In this connexion he draws attention to the observa- 
tions of Torkel who found that, after freezing, the spermatozoa of frogs regained 
their motility but not their power of fertilizing, so that mere motility of the 
spermatozoa is no criterion of their potency. 

In discussing the duration of the female power of reproduction, Mayer mentions 
a woman, in his own experience, who bore a child in her 58th year, 28 years after her 
last previous confinement and 10 years after the menopause. Spring seems to be the 
most favourable time for conception, and Cohnstein thinks that individual women 
conceive most readily at one particular time of year. Of women ycunger than 19 
only 20 per cent. give birth at 10 months after marriage, while at the age of 33 the 
percentage is doubled. 

The chief causes of sterility are to be sought in the woman’s physical condition, 
which for fertility must fulfil three requirements : (1) the formation and extrusion of 
an ovum; (2) the permeability of the passages to the ovum and to the spermatozoa; 
(3) the possibility of the imbedding and incubation of the ovum. The anomalies 
interfering with these functions may be congenital or acquired, and sterility may be 
primary or may occur after a confinement. 

Congenital deficiency of the ovaries may be difficult to diagnose and both ovaries 
must be deficient, for there is no truth in the sayings of Anaxagoras and of Parmenides 
that one ovary produces males and the other females. The ovaries may lose their 
functions from neoplasms, or from inflammatory processes in or around them. The 
latter cover a large field of gynecological and general disease, local sepsis of any 
sort, tuberculosis and so on, more especially gonorrhea. General diseases, too, act in 
some unexplained manner in hindering the development of the ova, such as fevers, 
anemia, diabetes, excessive fatness, nervous disease like exophthalmic goitre, poisons 
such as alcohol and morphine. Some of these are discussed by Mayer at length: the 
influence of excessive fatness on animals is known to breeders, and on woman was 
known by Hippocrates. The direct effect of alcohol is more doubtful; one research 
showed that out of 402 families 81 hard drinkers were more fruitful than the rest; 
probably alcohol leads to chronic oophoritis and by increasing fat tends towards 
sterility. Mayer thinks that inbreeding in itself leads to sterility in man as it does 
in animals, 

In regard to the second requirement Mayer’s observations call for little notice 
(mechanical hindrance to the passage of the ovum or spermatozoa). He devotes some 
attention to the ejection of the semen from the vagina post coitum. Normally a pool 


‘ 
| 
ise 
A 
— 
H 
i 
i 
| 
i 
i 
me 
3 


Hyperemesis Gravidarum 427 


of fluid should be left at the top of the vagina in which the os uteri should lie. 
Some women can voluntarily eject the semen and spasmodic action in the vagina may 
in some women lead to a similar result. Again chemical changes—probably of 
bacterial origin, may lead to death of the spermatozoids in acid secretions. 

Mayer does not throw much light on the conditions of the uterus which hinder 
embedding and incubation of the ovum. 

The last part of the paper considers artificial checks to impregnation, including 
operations undertaken to sterilize the woman, Each case must be considered on its 
merits, the final conclusion being Billroth’s dictum that only a good man can be 
a good physician. E. H. L. 0. 


Hyperemesis Gravidarum. 

Apam Czyzewicz, jun., Lemberg (Volkmann’s Sammlung, No. 485, 1908), writing 
from his father’s clinique, maintains that the solution of the problems connected with 
hyperemesis has been hindered by various factors; thus, for example, the rarity of 
the disease necessarily leads individual observers to generalise from a few cases, and 
again, women who happen to be suffering from hysteria or other neurosis, or from 
carcinoma, gastritis, or other organic disease of the alimentary tract, have been 
erroneously included as cases of hyperemesis. Czyzewicz, accordingly, excludes from 
his survey all such cases of hyperemesis spuria as arise from the accidental complica- 
tions of pregnancy, and devotes his attention to the various hypotheses of the 
etiology of hyperemesis gravidarum vera, 

Many physicians still hold that reflex irritation is the exciting cause, and base 
their belief on the intimate connexion between the vagus and symphathetic nerves : 
but, as this condition obtains in all pregnant women and hyperemesis is rare, many 
suggestions have been made to explain the symptoms in particular cases, such as 
rigidity of the cervix, anemia of the peritoneum from stretching, uterine displace- 
ments or adhesions, and so on. It is true that with many women vomiting does cease 
after the relief of such conditions, but whether they were suffering from true 
hyperemesis maligna must remain doubtful. 

That it is due to a pure neurosis, hysteria, may be true in some women, as in 
the case of one quoted where the vomiting ceased after the induction of labour, but 
recurred when the woman was not pregnant, to be relieved again by the treatment 
of the neurosis. This sort of speculation, he says, merely obscures the investigation. 

More recntly the attempt has been made to find a solution in the hypothesis of a 
toxemia. In 1884 Fischl found the cause in a coprostasis acting on a nervous 
predisposition : in 1893 Lindemann found the post mortem appearances, fatty liver 
and spleen, peripheral neuritis and slight evidences of starvation, to resemble so 
closely those of acute poisoning that he suggested they were due to some unknown 
poison. Shortly after von Antouchevitsch said the appearances resembled those of 
animals deprived of soda and potash salts. Since then many origins have been 
suggested for this toxin. Turenne found in the corpus luteum a poison normally 
washed away in the menstrual flow. Dirmoser, working on the reflex hypothesis, 
thought the growing uterus caused anti-peristaltic movements and a poisoning from 
the alimentary tract, indicated by the presence of acetone, indoxyl, skatoxyl, sulphur 
compounds, etc., in the urine. Pinard and other Frenchmen, following Matthews 
Duncan, found the liver to resemble that of acute yellow atrophy with secondary 
degeneration of the kidneys. Behm made the syncytium the cause, ascribing the 
poisoning to embolisms from villi of the chorion leve, thus explaining the usual 
cessation of vomiting by the normal growth of the placenta. 

Lastly, the poison has been found in the ovum (Fruchtei) or in the foetus (Frucht). 
Clivio suggested the first in 1901, Czempin and Starzewski the latter. According to 
this last the poison is excreted by the mother’s stomach, and is to be treated by 
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washing out that organ systematically. In normal pregnancy this poison is arrested 
or neutralized in the placenta, 

Czyzewicz dismisses most of the alleged causes as accidental complications; in 
regard to the syncytial hypothesis he draws attention to two facts which tend to a 
negative conclusion, namely, that vomiting is not a feature of chorion-epithelioma, 
and vomiting ceases after death of the foetus without abortion, that is with the 
syncytium possibly alive. True hyperemesis is probably due to some toxin produced 
by the foetus, and Czyzewicz relates various clinical cases to support this view. In 
the post mortem reports of these the degenerative changes in the liver, kidneys and 
other organs is insisted on. In detailing the symptoms special attention is drawn to 
the grave import of loss of weight, and also to the presence in the urine of leucin 
tyrosine and fat salts, for these indicate the existence of actual degeneration of the 
liver and other organs; diminution or absence of chlorides in the urine indicates a 
high degree of cachexia; tube casts indicate the implication of the kidneys. When 
symptoms and signs of degeneration of the organs are present the prognosis is very 
bad. 


When the patient is obviously losing weight interruption of the pregnancy is 
indicated, but this is of little use when degeneration of the organs has advanced to 
any appreciable extent. E. H. L. O. 


The Prognosis of Tuberculosis during Pregnancy. 
Sipre, (Gyndkologische Rundschau, 1908, Heft 20) suggests that much aid in the 
prognosis can be obtained by estimating the leucocytes and the opsonic index to 
tubercle. No facts or clinical cases are given, but the probable value of these methods 
is discussed at some length. E. Scorr CarMICcHAEL. 


Appendicitis during Pregnancy and Labour. 
Renvatt (Mittheilungen aus der gyndkologischen Klinik des Professor Dr. 
Engstrém, Vol. vii, Pt. 1, 1908) reports 25 cases of this grave complication, from the 
hospital practice of Professor Engstrém of Helsingfors; the results varied in accord 
with the very different condition of individual patients. He discusses at length 
several disputed questions, especially the precedence of induction of labour or of 
abdominal section in severe cases with diffuse peritonitis late in pregnancy. Altogether 
he thinks that the uterus should be emptied first, whether pains have set in or not. 
The child may be saved, even when the mother is lost, when delivery is effected before 
abdominal section. The opinion of other authorities is freely quoted, and a long list 
of references appended to the monograph, which also includes short abstracts of over 
250 cases already published. This series is divided into “Simple Appendicitis” and 
“ Appendicitis with Free or Circumscribed Peritonitis.” In the first subseries 50 were 
treated during pregnancy, and 7 in the puerperium, without operation; 43 underwent 
operation, 38 in pregnancy, 5 in the puerperium. In the second subseries 33 were 
treated without operation, 22 in pregnancy and 11 in the puerperium; 120 underwent 
operation, 108 in pregnancy and 12 in the puerperium. Renvall notes how many cases 
came under Engstrém’s care. This experience shows that now when appendicitis is 
so well recognized, its frequency in association with gestation is becoming manifest. 
Until quite recently the complication was considered very rare. E. Fraenkel observed 
only four cases of acute appendicitis in pregnancy in 40,000 gynecological and 
obstetrical patients. Out of 2,000 operations for appendicitis by Von Sonnenburg, in 
only four patients was the disease associated with pregnancy, and of 1,800 similar 
operations by Baldwin, in only three. Engstrém’s 25 instances of the complication in 
question imply that it is far more common than has hitherto been believed. 
AxBAN Doran. 
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The Occurrence and Causes of Premature Labour in Twin 
Pregnancy 

Max Croan, I. D., Leipzig (Muenchener m. Wchns., 1908, No. 48, S, 2251), dis- 
cusses this subject on the basis of cases occurring in the Lying-in Institute at Leipzig 
during the years 1866 to 1906. According to Keilmann, pregnancy reaches its term as 
soon as the dilatation and stretching of the cervix has advanced as far as the large 
ganglion to be found at the level of the insertion of the vagina, and known as 
Frankinhauser’s ganglion, inasmuch as then, by the stimulation of that ganglion, 
contractions are elicited which lead to the evacuation of the uterus. This theory of 
Keilmann’s on the onset of labour is the best founded of any yet put forward, and 
upon it Crohn lays down the following theses:—The uterus is capable of accom- 
modating itself within very wide limits to the extra room required by twin foetuses, 
and it is only when these limits are being exceeded that the pregnancy is prematurely 
interrupted. This may happen (a) owing to abnormal positions; (b) owing to 
complications to be explained by the interdependence of uni-ovular twins. The factors 
which favour abnormal positions are, in the first place, the same that cause abnormal 
positions in ordinary pregnancies: the relaxed abdominal walls of multipare, con- 
tracted pelvis, placenta previa, and an excessive quantity of liquor amnii; secondly, 
the factors specific for twins, that is to say, the comparatively small size of the 
foetuses and more especially their reciprocal interference with each other. The 
circulations of uni-ovular twins are intimately dependent one on the other. The 
consequent variations in blood pressure lead, in ways not yet fully explained, to 
congestions in the circulation of one foetus and so to (1) unilateral polyhydramnios 
which, when extreme, is a direct cause of premature labour, and in slighter quantity 
favours abnormal positions; these slighter cases thus form a connecting link between 
the factors (a2) and (b). (2) Congestions in the circulation of a foetus may cause its 
death and it will then act as a foreign body in the uterus and lead to its own 
expulsion before term. 


Decapsulation of the Kidneys in Eclampsia. 

Metcuior Srencuern, I.D., Breslau, 1908 (Muenchener m. Wchns., 1908, No. 41, 
§. 2152), writing from Asch’s Klinik, mentions that in 22 cases of eclampsia decap- 
sulation of the kidneys has been performed, unsuccessfully in 6, but successfully in 
16. The operation in itself is comparatively simple and can be easily and rapidly 
done by an experienced operator. No clear exposition can yet be given of the way 
in which the operation effects its results, though probably it is by diminishing the 
intracapsular (the intrarenal) pressure. No reason can as yet be advanced for the 
combination of renal decapsulation with accouchement forcé; when eclampsia occurs 
during pregnancy delivery should still, as heretofore, be effected as quickly as possible, 
and time be allowed for its good effects to show themselves. Even in cases in which 
the eclampsia is not influenced by delivery and in those in which its onset is in the 
puerperium, no strict indications can be prescribed, and for the present the exact 
time to interfere must be decided chiefly by the condition of the urine, the frequency 
and severity of the fits, the rate and especially the quality of the pulse, the respira- 
tion and the other symptoms of the general condition of the patient, always remember- 
ing that while there is no harm in operating too soon, the prognosis is made much 
worse by too long delay. 


Symphysiotomy during Pregnancy. 

LeuMann (Archiv f, Gyndk., Band 1xxxvi, p. 263).—Two cases of this kind are 
reported in the literature, one by Frank, who undertook the operation in order to 
minimize the dangers of symphysiotomy by completing the healing process before the 
onset of labour, thus avoiding hemorrhage and the risk of infection. In Frank’s case 
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these expectations were only fulfilled in so far as there was no infection, but the soft 
parts had healed and prevented the parting of the divided portions of the symphysis, 
and when, after severe, prolonged pressure, the head descended and the symphysis 
did come apart, the soft parts above also split open. The child meanwhile had died. 

In the second case (Gauss) the operation was followed by suppuration. It is 
probably due to this fact that at the time of labour the severed edges of the 
symphysis were allowed. to come well apart by a lax scar and a living child could 
be obtained. 

Lehmann’s patient was a woman 26 years old, with a rickety, contracted pelvis, 
whose first child had died during labour. He performed symphysiotomy at the 
36th week of pregnancy. Labour pains and discharge of liquor amnii set in the night 
after operation, but were kept down with opium, and ceased after three days. 
Twenty-seven days after operation, labour began with abnormally strong pains, which 
lasted twelve hours and during this time the descent of the head made no progress. 
Forceps were then put on, and after several futile attempts the head suddenly came 
down with a strong jerk, and a living child was delivered. 

Judging from the above results Lehmann thinks that the hope of obtaining a 
pliable scar stretching during labour is an illusion. If Gauss obtained this result, 
it was due to the protracted process of healing for, as Baisch says, “the worse the 
surgical, the better will be the obstetric result.” 

Although the divided edges of the symphysis seemed to give slightly during the 
passage of the foetal head, Lehmann found them almost immovable nine hours after 
the completion of labour, and he is not inclined to give the operation another trial. 

H. T. Hicks. 


On the Technique of Cesarean Section. 

J. Vert (Muenchener m. Wehns., 1908, No, 42, 8. 2206) insists on the necessity of 
preventing the entrance of septic germs into the ovisac before labour and consequently 
into the peritoneal cavity during the operation. This implies either the abstension 
from any internal examination of the parturient woman, and the performance of the 
operation before the rupture of the membranes, or the adoption of Frank’s method of 
employing the peritoneal investment of the lower uterine segment to shut off the 
peritoneal cavity before opening the cavity of the uterus. Veit himself unites the 
peritoneum of the lower uterine segment to the parietal peritoneum by clamps, or 
stitches the parietal peritoneum on to the uterus temporarily. By this provisional 
closure the peritoneal cavity is kept dry. The technique is very simple and is the most 
effective precaution possible against the escape of septic germs from the uterus into 
the peritoneal cavity. Veit considers, however, that in women who have not been 
examined, the old classical Cesarean section is quite satisfactory. 


The Indications for Extraperitoneal Czsarean Section and for 
Pubiotomy. 

Kroremer (Muenchener m. Wchns., 1908, No. 42, S, 2206) reports that at the 
Charité Frauenklinik, at Berlin, extraperitoneal suprasymphysary Cesarean section 
has been performed nine times; in seven instances, when the os uteri was fully 
dilated, by Sellheim’s first method, entirely extraperitoneal ; in two, when the cervical 
canal was unopened, by Sellheim’s transperitoneal method, shutting off the peritoneal 
cavity with a detached flap of serosa. In the former cases the child was extracted 
with forceps through the divided cervix; in the latter by podalic version and extrac- 
tion. In eight cases the indication for interference was contraction of the pelvis 
which in two instances was funnel-shaped; in the ninth case the indication was 
eclampsia. The children all left the Klinik in good condition; one mother died in 
eclamptic coma. Kroemer considers that suprasymphysary Cesarean section is 
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especially suitable in cases of contracted pelvis of the third degree, or in those with a 
conjugata vera not exceeding 7°5 cm. and infantile genitalia, in which experience has 
proved pubiotomy prone to be followed by serious lacerations. The best time to 
operate is when the os uteri is completely dilated. Feverish cases are to be excluded. % 
In dealing with contracted pelvis generally, pubiotomy and spontaneous expulsion is to q 
be preferred, since it gives a prospect of permanent benefit, but the treatment of 
contracted pelvis must be decided upon the conditions of each individual case. 
In primipare Cesarean section should, when,possible, be avoided. 


Asepsis and Infection in Relation to the Technique of Delivery 
by Section, 

SettHem, Tuebingen (Muenchener m. Wcehns., 1908, No, 42, S. 2207) points out 
that, in the classical Cesarean section, one can hardly trace any of the efforts now 
made to conduct the operation under the protection of saving asepsis. In it, the uterus 
itself, the centre of child-bearing apparatus, is attacked and not the eduction canal ; 
of that apparatus as nature herself would suggest by her preparatory dilatation of % 
that canal. The trauma when inflicted on the neck of the womb, a part of less physio- ; 
logical importance, becomes less serious and by this method the loss of blood may be 
reduced to a minimum, for the collum is comparatively poor in blood-vessels and it 
is easier to avoid detachment of the placenta. A still more important advantage, how- 
ever, is that it enables us to avoid opening the peritoneal cavity. The vaginal way 
is inconvenient and not adequate for all cases; access from above is to be preferred 
especially as the operation can be kept extraperitoneal, either by immediate detach- 
ment of the peritoneum from the bladder or, in case the automatic detachment of the 
serosa from the cervix has not extended far enough upwards, by cutting round the 
flap of peritoneum still attached to the bladder and stitching up the defect in the 
plica vesico-uterina. Sellheim now ascertains the condition of the peritoneal cavity by 
making a small temporary peep-hole through the peritoneum. The combination of 
Pfannenstiel’s transverse incision of the abdominal walls with extraperitoneal section 
of the uterus appears to make the operation as little dangerous as possible. Of all 
methods of artificial delivery, childbirth after extraperitoneal section of the uterus 
most closely resembles that through the natural passages and it has the advantage over 
childbirth after division of the pelvis that the delivery of the child can be expedited 
with impunity. Absorbable sutures may be used, as the closed incision is but little 
endangered. Sellheim has now performed this extraperitoneal Cxsarean section in 20 
women. In infected cases the danger is, of course, very great, but in many such q 
even perforation of the child does not save the life of the mother. For them, } 
Sellheim recommends the upper route also by establishing a uterine fistula through the 


abdominal wall, with as little wounding as possible, and leaving delivery to take 
place through it. 


In the discussion on the above at the recent meeting of German Scientists and 
Physicians (ibidem) :— 


LatzKo, Vienna, said that it was but seldom that the bladder could be pushed out 
of the way in the manner described by Sellheim, and in order to perform an 
absolutely extraperitoneal operation he preferred, after filling the bladder with 150 
cem. of fluid, to make a longitudinal incision in the abdominal walls and to force his 
way at the side of the bladder between it and the cervix and so detach them. If 
the bladder be then thrust aside, it is possible, provided that the lower segment of 
the uterus has extended, to make the uterine incision without opening the peritoneal 
cavity at all. He had performed this operation three times successfully for both 
mother and child. 


Kroenic said that when the liquor amnii was infected extraperitoneal Cesarean 
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section was by no means safe, and it was better to perforate the child even though 
alive or, in exceptional cases, to perform a Porro operation. It could not yet be 
decided whether hebosteotomy or cervical Cesarean section should be performed in 
cases in which both now had to be considered. No doubt hebosteotomy to-day is often 
performed upon inadequate indications, so that the spontaneous deliveries in subse- 
quent labours are not all to be counted in favour of hebosteotomy. 

H. W. Frevunp spoke in favour of classical Cesarean section, holding infection of 
the parametrium to be more dangerous than that of the peritoneum, 

Frank said he did not wish by his operation to set aside classical Cesarean section 
in aseptic cases, but to offer an alternative to perforation of the living child in the 
so-called doubtful cases. No doubt if the lower uterine segment has not been 
extended, the hemorrhage may be very considerable and detachment of a large area 
of the peritoneum is liable to cause gangrene. The direction of the incision into the 
uterus depended on the position of the child’s head which can often be more easily 
extracted through a transverse than through a longitudinal incision. 

Hormerer considered the great advantage of Frank’s method to be that it offered 
a means of dealing with doubtful cases. Seriously infected cases seemed to perish 
after any kind of operation, but this was not so with cases of sapremic infection. 

SELLHEIM repeated that cervical Cesarean section was only justifiable in aseptic 
cases, and that delivery through an abdomino-uterine fistula was the best method for 
infected ones. Of 21 women, 4 died; of the children 2; of these women, two died 
from severe eclampsia, one was moribund from meningitis when operated on. 


Pfannensteil’s Transverse Suprasymphysary Incision through the 
Fascia. 

Hetstep, Copenhagen (Muenchener m. Wchns., 1908, No, 48, S. 2250), is much 
pleased by his experience of fifty cases in which Pfannenstiel’s incision was sed: 3 
of the patients died within 24 hours; of the remainder, 44 were kept under observa- 
tion, 35 healed per primam, 7 per secundam, and drainage was employed in 2: no case 
of hernia was seen, though in 3 patients, healed per primam, a small defect was 
detected in the fascia, and the liability to subsequent hernia could not be excluded. 
Helsted draws attention to the fact that outside the outer edge of the rectus muscle 
there is a region, of greater or less extent in different individuals, over which the 
resisting part of the abdominal wall consists of the aponeuroses of the oblique muscles 
only. ‘The principle of Pfannenstiel’s incision, that except at the point of intersection 
of the superficial and deep incisions, it provides an uninjured layer of muscle with a 
strong layer of fascia above it, is only accurate when the division of the fascia does 
not extend beyond the lateral border of the recti. One may, as Kroenig advises, 
unite all the layers by through and through suture, or stitch each layer separately : 
the essential point is that outermost parts of the transverse incision should be perfectly 
closed. Within certain limits Pfannenstiel’s incision has a recognised importance in 
gynecological technique. 


Traumatic Rupture of the Gravid Uterus. 

Exrenvorrer, Innsbruck (Archiv f. Gyndk., Band 86, p. 255), records the case 
of a woman who, one and a half months before the normal end of pregnancy, 
had a fall, followed by paralytic symptoms, sickness, diarrhoea, and increased 
micturition, Three weeks after the accident the patient had recovered sufficiently to 
resume her daily occupations, but she had felt no foetal movements after the fall. 
She was admitted into hospital two months after the normal end of pregnancy, and 
a diagnosis of extra-uterine gestation with a dead foetus, lying completely free in the 
abdominal cavity, was then made. Laparotomy was performed and a mummified 
foetus found which had died about the eighth month of pregnancy. It was adherent 
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to the peritoneum and intestines, and there was a good deal of hemorrhage from the 
adhesions. The placenta was found covering the pelvic organs like a mushroom 
and was intimately connected with the anterior uterine wall. The uterus, which 
looked unhealthy, was removed, the ovaries, however, were normal and were left 
behind. No drainage was used and the patient made an uneventful recovery. No 
sign of uterine rupture was detected at the time of operation, but after hardening the 
specimen with formalin a ragged, gaping rent was discovered in the anterior uterine 
wall, which had been hidden by the covering placenta. 

These results point to an originally normal pregnancy which started 12 months 
before operation. At the 8th month the uterus ruptured as the result of an accident 
and the foetus, covered by part of the membranes, escaped into the abdominal cavity. 
The placenta went the same way and the fcetus died, but the placenta covered the 
site of the rupture so well, and adhesions formed so quickly, that the uterine cavity 
was completely isolated and no lochial secretions could penetrate into the peritoneal 
cavity. After the accident the abdomen became smaller, which points to involution’ 
setting in, and also to the loss of liquor amnii (increased micturition at the time of 
the accident). A fortnight before admission the patient had a slight vaginal hemor- 
rhage, lasting three days, which Ehrendorfer thinks must have been a normal 
period, after complete involution had taken place. 

A photograph of a sagittal section of the hardened specimen is appended. 

H. T. Hicks. 


Delivery of the Foetal Head after Decapitation. 

J. C. Hoxpicu Leicester (Surgery, Gynecology and Obstetrics, October, 1908), 
points out, in a short note, that the blunt hook passed as far back as possible into 
the mouth of the foetus, affords an excellent means of fixing the decapitated head for 
perforation, or for the application of forceps or the cephalotribe. M. H. P. 


Prolonged Retention of the Placenta after Abortion. 

Barnazo (Annali di Ostetricia, August, 1908) reports a case in which the placenta 
was retained for 18 days after an abortion in the third month of pregnancy, and then 
expelled spontaneously along with the membranes. The chorion and amnion were 
torn in various places, but the placenta was intact, pink, fresh, and odourless. He 
suggests the following explanation : In some cases of abortion, especially in those 
which occur during early months and which are not due to disease of the adnexa, the 
uterine contractions are insufficient to detach all the connections between the uterus 
and the placenta and the latter remains well vascularised, and an integral part of the 
maternal organism. When all connections are severed, the placenta is expelled in a 
state of freshness, because it has but recently been deprived of maternal nutrition, 
and not from the time at which the abortion took place. J. H. F. 


Cervical Placenta. 

Laswarpt (Gyndkologische Rundschau, 1908, Heft, 20), mentions that three well- 
established cases of cervical placenta have been recorded by Kermauner and 
verified post mortem. Others have been reported but have not been sufficiently 
verified. 

The present case was a quintipara, admitted on account of bleeding during labour. 
Rupture of membranes stopped the hemorrhage and the child was born. The 
placenta was expressed but a small piece remained behind. This was found attached 
to the anterior wall of the cervix, firmly adherent, and about the size of the 
palm of the hand. In this instance, unlike most of the cases recorded, the patient 
recovered. 

The condition was not ascertained before labour, but it was considered probable 
that the placenta was implanted low down, the lower margin extending to the 
external os. E. Scorr CARMICHAEL. 
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Vesicular and Hematomatous Mole expelled after 17 months of 
Amenorrhea. 

Gatramt, jr., (Annali di Ostetricia, August, 1908) gives a brief description of cases 
of incomplete abortion and vesicular mole, recorded in literature since 1874, and 
discusses a case which came under his own observation in February, 1908. The case 
is interesting, clinically, because the abortive product was retained in the uterus longer 
than in any of the other cases, and, anatomically, because of the association of a 
vesicular with a hematomatous mole. The patient, aged 34, had an exceptionally 
good family and personal history, and had had three normal pregnancies with good 
deliveries, the last child being born in 1899. Seven years later, in October, 1906, 
she suspected the beginning of another pregnancy, and her opinion was confirmed by 
a doctor called in about the third month. The uterus continued to increase in 
volume, but at the fourth month the usual foetal movements were not experienced 
and the uterus ceased to increase in size, and, after the fifth month, began slowly 
but progressively to diminish, apparently to its normal dimensions. The woman 
regained her usual state of good health, doubted whether pregnancy had occurred, 
and attributed the continuing amenorrhea to physiological causes, since there was 
neither local nor general disturbance. In October, November, and December, 1907, 
she had an insignificant loss of blood for one day in each month, which she supposed 
to be a transient return of menstruation, but afterwards the amenorrhcea persisted 
till February 22nd, 1908, when, without any apparent cause, an abundant foetid 
leucorrheeal and bloody discharge began to flow from the vagina and was accom- 
panied by severe pain in the hypogastrium, rigors and fever. The woman was taken 
to hospital, where on examination an ovoid mass was seen projecting from the uterus 
into the vagina. With digital aid, the whole of the mass was expelled from the 
uterus, and a few days afterwards the woman left the hospital in good condition. 
Macroscopic and microscopic examinations of the expelled tumour showed (1) that its 
upper part contained many hematomata of more or less recent formation; (2) that the 
lower three-fourths was formed almost entirely of vesicles, with epithelium in all 
stages of active proliferation and degeneration; (8) that the whole of the internal 
surface (exposed by a longitudinal tear made on extraction) was covered by a fibrous 
membrane evidently representing the chorion and amnion, but showing no trace of 
vascularisation ; (4) that no trace of embryo, cord, or insertion remained. 


After comparison of the clinical course with the results of pathological examina- 
tion, Gaifami thinks that the following general conclusions may be drawn: (1) 
Vesicular moles may be benign and torpid and may be retained for long periods in 
the uterus—even beyond the normal term of pregnancy—without any morbid local 
or general consequence. These moles may, during this time, become influenced by 
factors which diminish their volume. They may become the seat of slow and 
progressive sanguineous extravasations, thus constituting tuberous subchorionic 
hematoma, or of diffuse irregular infiltrations of blood resulting in fleshy moles; (2) 
the clinical course of such moles is similar to that of hematomatous moles generally ; 
they occur more commonly in women of rather advanced age, on an average of 
36 years. The mean duration of uterine retention for this form of mole is high, 
usually 114 months; (3) the embryo dies before the third month and is generally 
totally dissolved ; (4) the association of long retained vesicular moles with hemato- 
matous or fleshy forms is important as the hemorrhagic factor, which presides over 
the formation of the latter forms, may affect the development of the vesicular mole ; 
(5) though decidual sub-chorionic hemorrhage is the most frequent cause of the 
tuberous hemato-mole it cannot be considered fhe only one as hemorrhage may 
supervene after the ovum is pathologically altered. It has not been proved that 
endometritis plays the chief part in the pathogenesis of vesicular or hamatomatous 
moles. The decidual reaction frequently associated with such may be secondary to 
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the long retention of abortive products; (6) as regards the cause of internal abortion 
nothing is known, but the loss or deficiency of uterine excitability seems to be a 
favourable condition. J. H.F. 


Two Cases of Acquired Hematometra. 

M. A. Brinpeav (Bull. Soc. d’Obstét, Paris, 1908, Nos. 6 and 7) gives notes of 
two cases of this condition. 

In Case i, that of a patient aged 27 years, sent into the hospital to be delivered, 
the placenta had to be removed manually, and the puerperium was complicated by 
sepsis. She remained for a month in the hospital, and was subsequently treated at 
home for salpingitis, menstruation being regular for some time, but suddenly ceasing. 
At each subsequent epoch, from the time of cessation, severe pain was felt in the 
abdomen with a feeling of weight at the side of the perineum; constipation was 
present, and though the pain lasted about three days a sense of tenderness was 
experienced through the abdomen. On examination a rounded swelling was felt 
above the symphysis pubis having the outline of a pregnant uterus; on vaginal 
examination a rounded swelling was found about the size of an orange and having 
nothing to indicate the presence of the cervix in its mass. The lower part of the 
tumour was composed of the distended cervical cavity and the upper by the body of 
the uterus. The body was anteflexed on the cervix, and the broad ligaments were 
tense. The tumour was incised in the median line, and a quantity of dark blood was 
evacuted, syrupy and without odour. The cavity was packed, and the patient made a 
good recovery; ten days later the period returned without any discomfort. Three 
months later menstruation was regular; a thickening of the left Fallopian tube was 
felt which might have been the result of a hematosalpinx. 

In Case ii, the patient, aged 27 yaers, had been in labour for two days, and as 
albumen was found in the urine eclampsia was feared, and the patient was sent into 
hospital. On account of pelvic contraction and the exhaustion of the patient, the 
foetal heart sounds being scarcely heard, basiotripsy was performed; the operation 
was difficult owing to the pelvic contraction and to the rigidity of the soft parts; 
the vagina and perineum were lacerated, and there was some hemorrhage. The 
puerperium was complicated by attacks of mania. At the end of four months the 
patient was quite well, but her periods had not returned; she complained of 
pain in the abdomen and loins, these being increased in severity every month. 
On examination a large rounded tumour, about the size of an orange, was felt in the 
body of the uterus; the orifice of the cervix could not be found except at one point 
where a little irregular depression was felt. The tumour was incised and drained and 
the perineum repaired. The periods became quite normal in character. The author 
in his remarks mentions the rarity of such cases occurring after complicated labours; 
in these cases the diagnosis was easy, but it is not always so, as it may be mistaken 
for pregnancy. It is often impossible to find the orifice of the cervix uteri. 
Treatment is very simple, but secondary retraction of the margins of the orifice is to 
be guarded against. A. Louise McItroy. 


The Therapeutic Value of the New Methods of Treating Puerperal 
Fever. 

J. Peprasa and G. TAnaco (El Siglio Médico, 1908, June and July) report 23 cases 
of puerperal fever, and compare the therapeutical effects in them of the following 
drugs :—Formol (10 per cent.) for irrigation; collargol (2 per cent.) for intravenous 
injection and (15 per cent.) as Credé’s ointment ; peroxide of hydrogen; salt solution 
with oxygen subcutaneously; and a mixture of oxycyanate of mercury with formol 
and thymol for irrigation (thymol and oxycyanate aa 1:0, commercial formol 50:0, 
water 1000°0, to make a standard solution, of which 100 ccm. in a litre of warm water 
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is used for irrigation). This last method did not secure more satisfactory results than 
the treatment with oxygen. On the other hand most satisfactory results were obtained 
in 16 cases with a 10 per cent. solution of formol, and this method is urgently 
recommended, the more so as, with the exception of a burning pain during the 
irrigation, it caused no inconvenience. Its effect, however, is limited to cases in 
which the infection has not extended beyond the mucosa; in general sepsis it fails and 
the treatment with collargol should be adopted. Of five severe cases, in which formol 
proved useless, the intravenous administration of collargol saved three but secured 
only temporary improvement in the other two. 


Brachial Birth-Palsy in the Newborn. 
Eurenrest (Interstate Medical Journal, September, 1908), in a critical review of 
the literature on brachial palsy, discusses the work of Thorburn and Kennedy in this 
5 country. There is much difference of opinion as to the proper time for surgical inter- 
ference. It appears to be much later than the two or three months after birth as 
advised by Kennedy, and one year would now seem to be a reasonable delay before 
operation. The resuts of surgical treatment in nine cases have been fully discussed 
by Taylor (Journ, Amer, Med. Ass., 1907, p. 96); he found that return of function 
usually appears in 6 to 10 months. J.S.F. 


The Cure of Puerperal Mastitis by Artificial Congestion and 
Massage. 

Jotorni (Annali di Ostetricia, July, 1908) gives an account of 16 cases of 
puerperal mastitis most successfully treated by Bier’s congestive method or by 
Budin’s anethod of massage with Bier’s aspiration as an adjunct, and comparing the 
iq results so obtained with a long experience of cases treated surgically, draws the 
following conclusions :— 

I. The usual surgical treatment of mastitis has serious disadvantages—(1) because 
the large amount of cicatricial tissue left by extensive incisions may cause atrophy 
of the gland or retraction or deformity of the nipple, and thereby render subsequent 
lactation impossible or lead to fissures and consequently to renewed attacks of 
mastitis; (2) because even deep incisions do not always arrest the progress of the 
inflammation. In some cases as many as twenty incisions have been necessary, in 
others, fistulae, retention cysts, calculi or even carcinomata form in the breast, and 
may with reason be attributed to the effects of surgical measures employed. 

II. The rational treatment of mastitis demands an exact differential diagnosis 
between parenchymatous and interstitial mastitis, since these forms differ in their 
pathogenesis and in their reaction to aspiration. In the great majority of cases this 
diagnosis is easy since each form has a characteristic symptomatology. 

III. Bier’s congestive treatment gives brilliant results in all stages of interstitial 
mastitis including even the most severe abscesses. This success is, however, 
dependent on correct technique and on the avoidance of certain errors. The doctor 
should not therefore entrust the cup to the patient, but should apply it himself or 
leave it in the hands of a skilled nurse or assistant. The great advantages of Bier’s 
treatment are its immediate analgesic and anti-febrile action, the possible elimination 
of septic material by means of small incisions, the rapid absorption of exudates, 
softening of induration and formation of new tissue, so that the disease is cut short 
and cure is speedy. 

IV. In parenchymatous mastitis Bier’s method alone will not yield good results; 
it may indeed increase the mischief, and thus constitute an indirect diagnostic 
criterion. In this form there is inflammation of the lacteal ducts and collection of 
pus in them or within the glands. Aspiration increases the stagnation of milk and 
pus within ducts and glands, and the old maxim ubi pus ibi evacua is not fulfilled. 
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It is only by Budin’s method of massage that septic matter is satisfactorily expelled, 
and hence this method must constitute the chief means of cure. The hyperemia 
produced by Bier’s aspiration is, however, a valuable aid after the pus has been 
removed. 

V. Lactation should be suspended during the illness and he resumed when cure 
has been effected. J. H.F. 


The Treatment of Puerperal Mastitis by Bier’s Artificial 
Congestion. 

ZANGEMEISTER (Zentralb. #. Gyn., 1908, No. 33, S. 1103) during the last three and 
a half years, has seen, in the Klinik at Kénigsberg, 50 cases of acute mastitis, 
occurring within 14 days of delivery. Of these cases, 33 were treated in the usual 
way, 17 by suction according to the precepts of Bier’s Klinik. From his experience 
Zangemeister thinks that the congestive treatment is unsuitable for recent puerperal 
mastitis, and increases the danger of suppuration; the inflammatory swelling 
disappeared less slowly than when suction was not applied. No doubt the subjective 
pain is diminished. 

In cases of suppuration in which inflammation is not extending, Zangemeister has 
found that by the congestive treatment one can limit oneself to small incisions. 

In cases in which the inflammation extends, especially in such as are of a 
pronounced serpiginous character, the congestive treatment in Zangemeister’s experience 
favours not only suppuration, but also the extension of the inflammation. It is, 
however, in many cases, not easy to diagnose whether the inflammation is arrested or 
extending. 


Hypertrophy of the Breasts during Pregnancy. 

F, Wissuavret, Teplitz (Prager m. Wchns., 1908, No. 26), reports a case of hyper- 
trophy of the mamme operated on during pregnancy similar to the one reported by 
Foges (Wiener m. Wcehns., 1901). In her second pregnancy, three years previously, 
there had been great enlargement of the mamme so that the woman was bedridden 
from weakness from the seventh month, but after labour had been induced prema- 
turely the glands became decidedly smaller. This time the woman, who is 28 years 
old, in the fourth month of pregnancy was again suffering from rapid loss of 
strength; her breasts, enormously enlarged, hung down to her navel, the right one 
being 74, and the left 81 cmm, in circumference. The anamnesis and the condition 
of the patient seemed to indicate operation. The right breast weighed 5,700 g., the 
eft, removed eight days later, 6,500 g. The woman made a good recovery, and her 
eon was not interrupted. Microscopically, the enlargement proved to be simple 

rtrophy. 


‘The Reciprocal Relations of Lactation and Menstruation. 

\C. Posoyg, I. D., Lyons (Zentralb, f. Gyn., 1908, No. 42, S. 1399), finds that 
mé@struation occurs in nearly half (49%) of suckling woman during lactation. In 
mitipare, the discharge is larger in quantity and appears much later than in primi- 
pan; nevertheless amenorrhcea during lactation must be accepted as physiologically 
nonal. This view is supported by the reappearance of the menses in multipare (who 
durig earlier pregnancies, did not menstruate) as soon as they get old or have had 
healt, The amenorrhea may be looked upon as a transitory atrophy of the uterus 
and varies. The secretion of milk during menstruation is but little diminished, its 
essenlal elements are slightly concentrated. The nursling manifests a rise of 
temperture during menstruation which disappears with the flow, and is to be 
attribued to menstrual toxins circulating in the maternal blood and excreted in the 


| | 
! 
| 
| 
q 


438 Journal of Obstetrics and Gynecology 


milk. The toxins play an important role in the digestive disorders of the child. 
During the menstruation as a rule the growth of the child is arrested, but it seldom 
loses weight. For a wet-nurse a multipara is to be preferred who has not mens- 
truated when suckling on previous occasions, and should her catamenia come on, the 
family should be: warned of the possible consequences. If the mother while suckling 
her child should begin to menstruate regularly, she need not give up suckling; even 
if she become pregnant she may go on doing so till the fifth or sixth month. 


The Secretion of Milk from from Supernumerary Mamme. 
4 Bsérxevist (Mitteilungen aus der Gyndkologischen Klinik des Prof. Dr. Engstrém, 
vol. vii, pt. 3) briefly reviews the literature of the subject. He has apparently over- 
looked Champneys “On the development of mammary functions by the skin of 
lying-in women” (Medico-Chir. Trans., vol. lxix, 1886, p. 419). He refers to some 
recently-reported cases where the situation of the nipple was exceptional, such as 
q Testut’s, where it lay on the inner side of the right thigh two and a half inches below 
: the inguinal fold in the line of the spine of the pubis, and Hartung’s, where the 
nipple lay on the left labium majus. Bjérkqvist then briefly relates four cases 
reported by Engstrém himself, where there was secretion of milk from supernumerary 
breasts furnished with nipples. In two instances the patients had been recently con- 
fined and desired to know if they were fit to become wet-nurses. The third was 
pregnant, colostrum came away on pressure from a nipple two inches below and a 
little to the inner side of the normal nipple of the left breast. The fourth case was 
; an example of persistent discharge of milky fluid from a thoracic nipple, three- 
: quarters of an inch below the left breast and a little to the median side of the line 
of the nipple. The patient’s last child was eight years old, but she seems not to 
have weaned it thoroughly for four years. The discharge of milk from the super- 
numerary nipple had never ceased. Bjérkqvist contributes to medical literature a 
very marked instance under his own observation last year. He attended a married 
woman aged 33 in her confinement, in February 1907. She consulted him a month 
later, complaining that her underclothing on the left side was constantly soaked with 
i milk. On examining, Bjérkqvist detected a perfectly symmetrical anomaly. There 
were six nipples all functioning, two being the normal structures, whilst each breast 
' had two supplementary mamme, the higher bearing a nipple situated close to the 
{ axillary fold, whilst the nipple of the lower mamma lay a little lower and more 
inwards, so as to be thoracic. Bjérkqvist tabulates the characters of these nipples 
minutely. The normal breasts were full of milk; milk flowed freely from the two 
supernumerary nipples when the skin around them was gently pressed, yet only the 
lower nipple bore a trace of areolation. Neither of the supernumerary nipples on thi 
right side were areolated; when the tissues around them were firmly pressed mil! 
issued sparingly from their ducts. There was no pain nor inflammatory troub} 
associated with these anomalies, ALBAN Doran. 


A Uterus Co-existing in the Scrotum with two Testicles. 

Cornix and Brossarp (Zentralb. 7. Gyn., 1908, No. 40, S. 1328) in operating uon 
a young Greek for scrotal tumours, found a uterus about 10cm. long lying inthe 
scrotum between the two testicles. The internal os could not be defined; the c¢vix 
was lined with corpus mucosa. Microscopically, many glands were found inthe 
uterus ; both testicles exhibited normal spermatogenesis. The anomaly would apear 
to depend upon a combination of tube and epididymis through conjoint develoment. 
The tube could be traced passing through the wall of the uterus. The authorsthink 
that no similar case has been recorded. 
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Hermaphroditism. 
G. B. Jounston (Surgery, Gynecology and Obstetrics, August, 1908) reports the ; 


following case of partial hermaphroditism :—An individual of 23 years was operated 

on for right inguinal hernia and undescended testicles. He had been married four 

years, and possessed normal sexual desire; his wife had not been pregnant. He was | 
i 
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a well-developed man with normal external genitalia, except that the scrotum was 
empty. In the right inguinal region there was a tender mass of about the size of a 
small hen’s egg. The left canal was empty, but easily admitted two fingers. On 
opening the right inguinal canal and a contained peritoneal sac, a firm fibrous cord 
was found. Traction on this drew out a uterus with broad ligaments, Fallopian 
tubes and two glandular bodies. The body of the uterus was of about the size of % 
that of an adult virgin. The tubes were perfectly formed, and admitted a probe. « 
The glands were oval and slightly flattened, corresponded in size and appearance 4 
to normal ovaries, showed slight scarring and presented several cyst-like elevations 

resembling Graafian follicles on the surface of an adult ovary. There was no qi 
evidence of an excretory duct leading from either of these bodies, and neither of a 
them showed any structure resembling an epididymis. The organs were replaced and 
the inguinal canal repaired. Johnston (Zbidem, October, 1907) gives details of a 
very similar case which was reported by Clarence Webster. Mires H. Puittips. 


Pseudo-Hermaphroditismus Masculinus Internus; Uterus Bicornis 
in Hernial Sac. 

ARNoLDs (Report of Meetings of the Niederrheinisch-westfalische Gesellschaft fiir 
Gynikologie, Monatssch. f. Geb. u. Gyn., October, 1908, p, 463) publishes a note of 
a patient, an undoubted male, who, at the age of 59, came under his care for 
diabetes and a tumour in the groin. This man was born a cryptorch, and stated that 
when he was twelve years old the right testicle began to descend, but caused him 
so much pain that he pushed it up again. <A few years later the left testicle, accord- 
ing to his account, appeared in the groin. When he came under Arnolds’ observation 
he had been married for over nineteen years to a widow who had borne children to 
her first husband. He declared that his virile powers were high until of recent years 
when he became diabetic, but he begat no children. Since his urine became copious 
the testicle, as he thought it to be, in the left groin grew steadily larger and often 
gave pain, and a hernia developed and became strangulated three times, but was on 
each occasion reduced by taxis. The man declined to wear a truss as he could not 
bear the least pressure on the swelling. He was of middle height, robust, with a 
good beard, hairy thorax, and fully developed penis and scrotum. The right testicle 
was undescended, the left (as it seemed) formed a tumour as big as a man’s fist. A 
thick cord ran from the tumour into the inguinal canal and a few lumps and some 
cord-like structures, in parts tender to touch, lay on the surface of the tumour and 
could be slid about, towards and away from each other. The growth was suspected 
to be a malignant tumour of the left testicle. Arnolds operated, taking care to 
amputate the mass entire and undissected. He found a thick bundle of vessels of 
great size, which had to be tied one by one and divided, and when they were all 
set free, he came across a very thick, firm cord which passed up the inguinal canal " 
into the abdominal cavity. He noted that it was very tough and that when it was i 
divided, there was on its cut surface a wide canal accompanied on each side by a 
narrow but well developed duct. The inguinal canal was closed as in radical opera- fi 
tions for hernia. The patient recovered ; the after history, as will be explained, was u 
remarkable. The tumour was carefully dissected after removal. It consisted of a 4 
thoroughly well-developed uterus bicornis unicollis bearing two full-sized Fallopian yy 
tubes and two plump genital glands in precisely the same position as the ovaries in a i 
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normal female subject. By the aid of the microscope it was found that both the 
genital glands were true testes each with an epididymis, but both vasa deferentia were 
absent. The cervix was prolonged as the cord-like structure which ran along the 
inguinal canal. The symmetrical ducts flanking the cervical canal were patent for a 
quarter of an inch towards the cornua above the point where the cervix was divided. 
They were clearly Miiller’s ducts. “The cervix had attached itself to the prostate 
posteriorly and opened into the caput gallinaginis of the prostatic portion of the 
urethra (sic: this was most probable, but could not have been absolutely verified 
by the operator). One of the testes and both epididymes bore tuberculous foci. Two 
months after the operation Arnolds was again consulted by the patient. He was 
suffering from severe abdominal pains and constipation. A large tuberous swelling 
was detected in the upper part of the abdomen, lying transversely across the lumbar 
spine. It was immovable and had developed behind the peritoneum (sic.). The 
position of the tumour and its association with diabetes seemed to imply that it was 
pancreatic, but no fat was passed in the feces. Possibly, Arnolds suggested, it had 
originated in some relics of the upper part of the genital tract near the kidneys. 

[In Arnolds’ case there was an undoubted male Homo with the bicornute proto- 
metra normal in the male beaver, Castor. See Owen, Comparative Anatomy and 
Physiology of Vertebrates, Vol. III, pp. 653-4, and fig. 509, illustrating a preparation 
in the Museum of the Royal College of Surgeons of England. The cervix is often 
prolonged as a cord-like structure in the male uterus. Scott Carmichael, in his article 
“Hernia of the Uterine Adnexa” (ante, Vol, X, p. 21), observes that this condition 
is sometimes associated with hermaphroditic malformations, and gives references. A 
uterine cornu with the Fallopian tube has been found more than once in an inguinal 
hernia in a male :—see Cranwell “Les Hernies inguinales de l’Utérus, Revue de 
Gynéc, et de Chirurg. Abdom., Sept. and Oct., 1908. Brossard’s case resembled 
Arnolds’, as a uterus with Fallopian tubes and testis occupied an inguinal hernial sac ; 
it is reported in full, ibid., March and April, 1908, p. 195.—Rep.] 

Asan Doran. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


OBSTETRICAL AND GYNZCOLOGICAL SECTION. 


Meeting held November 12th, 1908. The President, Dr. Hersert R. Spencer, in 
the Chair. 


A short communication was read by Dr. H. R. Spencer on 


CsaREAN SECTION AND Totat ABDOMINAL HysTERECTOMY 


for retroflexion of the uterus at term by fibro-myoma adherent in Douglas’s pouch. 

The patient was a primigravida, et. 38, and was admitted into University College 
Hospital. She was in labour, and the pelvis was found to be occupied by a hard, 
fixed tumour, the size of the fist. On abdominal examination the lower part of the 
uterus was noticed to bulge forward to an unusual degree, and appeared very thin. F 
The child was removed by Cesarean section, but was found to be dead. The whole : 
uterus and the tumour, which was fixed by adhesions, was removed by Doyen’s 
method. The peritoneum was completely closed by a silk purse-string suture. The i 
subsequent examination of the specimen showed that the uterus was retroflexed i 
almost to a right angle, the angle of the canal being a sharp spur formed by the 
posterior wall at the internal os. The anterior wall had been greatly stretched, and 
the lower segment was only 7mm. thick. Retroflexion of the uterus at term produced 4 
by an adherent fibro-myoma is rare. Cases recorded by Herman, and Varnier, and Fs 
Delbet were referred to. With regard to the diagnosis between adherent fibro-myoma . i 
and ovarian tumour, the presence of other tumours in the wall of the uterus will aid j 
in the diagnosis, but the author is disposed to attach considerable value to the bulging 
and thinning of the lower segment, as evidence that the tumour is a uterine fibroid, 
and that the uterus is retroflexed. Cmsarean section, followed by total abdominal 
hysterectomy, is the treatment required. 

Dr, Rivers Potrock referred to a successful case of his own, in which he had ta 
performed Cesarean hysterectomy for fibroids obstructing labour. 

Dr, Amanp Rovts congratulated Dr, Spencer on his treatment of this case. He 
drew attention to the excellent result of the operation even after the patient had been 
so long in labour, and had had to journey up from the country, and though the case 
would have seemed almost hopeless if seen in the middle months of pregnancy, he 
thought it pointed to the advisability of avoiding operation till nearly or quite full i 
term, when the foetus was viable. He thought Dr. Spencer’s remarks on the diagnosis y 
valuable. The case was clearly one of spontaneous partial reposition of a retroverted i 
gravid uterus, as described by Barnes, complete reposition having been prevented by 
adhesions of the posterior fibroid. The thinning out of the anterior wall during the a 
process of partial reposition was diagnostic of the condition, but was not easy to oh 
recognise before the abdomen was opened. 

Dr. C. E. Purstow read a short communication on a case of 


441 | 
| 


Journal of Obstetrics and Gynecology 


CANCER OF THE CERVIX UTERI, 


with unusual microscopical appearances, in a patient, et. 21. The patient, who had 
had one child, complained of a pinkish discharge from the vagina, with occasional 
pain in the back. On vaginal examination there was found to be a fungating growth 
extending round more than half the vaginal portion of the cervix on the right side. 
The growth was friable, and bled freely when touched. The uterus was mobile. 
Vaginal hysterectomy was performed. 

The patient remained perfectly well for three months after the operation. She 
then commenced to lose weight and gradually got weaker, and died 13 months after 
the operation. Masses of growth could be felt in the pelvis, but no post mortem was 
allowed. 

It seemed probable, from microscopic examination, that the growth was either an 
endothelioma or an epithelioma. 

A paper was read by Mrs. Scuaruizs, entitled Notes on a Further 100 Cases of 


HysteRECTOMY FOR FIBRO-MYOMA OF THE UTERUS. 


The degenerations and complications were especially dealt with, and illustrated by 
tables, 

At the end of the paper Mrs. Scharlieb pointed out that in this second hundred 
series of operations for fibroids, none were done by the vaginal route. Pan-hysterec- 
tomy was done 42 times, and she considered this the ideal operation, 

Mr, Asan Doran considered that this brilliant series showed that a patient might 
at very little risk be relieved of the mental distress caused by the presence of a 
uterine fibroid. At the same time he thought that many of the cases included in the 
tables were much too recent. Removal of a fibroid uterus was quite different from 
ovariotomy; an after-history of at least two years was necessary before the full 
benefits of the hysterectomy could be determined. He also regretted that the tables 
did not include a column noting the treatment of the ovaries, as well as a column for 
the after-history, as in his own series brought before the Obstetrical Society just three 
years ago. His experience was identical with Lucas-Champonniére, who recently 
declared that an artificial menopause was a very grave matter, and that year by year 
he spared more and more ovaries when performing hysterectomy. 

Dr. Amanp Rout joined his congratulations to those of Mr. Doran, and would 
merely criticise one point in the author’s paper. Would it not have been more correct 
to place the occurrence of carcinoma of the endometrium (Nos, 103 and 152) in the 
“Complication” rather than in the “Degeneration” column? Carcinoma uteri— 
whether of the body or cervix—was surely a complication, and could not be grouped 
with necrobiosis, sloughing, or even with that variety of sarcoma which was truly a 
degenerative change. He noticed that the author had not removed the cervix in the 
second case of carcinoma and fibroids (No. 152), but he presumed the cancer was not 
diagnosed till afterwards. As the patient was operated on in 1905, he would like to 
hear if recurrence had yet taken place. 

Dr. MacnavcHtTon-JoneEs congratulated Mrs. Scharlieb on her series of cases, and, 
seeing the large number of grave complications that existed, and the unpropitious 
circumstances in which the operations were frequently performed, he considered a 
mortality of 2 per cent. was truly wonderful, the more so when they realised that 40 
per cent. of the cases required pan-hysterectomy. He noted the absence of any 
reference to cardiac or renal complications in the tables of cases. A noteworthy 
feature of the record was the large number of women over 50 years of age who were 
operated on, and the fact that some two-thirds of the cases were over 40 years of age 
was an important point in the etiology of myoma. 
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The Presipent (Dr, Herbert Spencer) thought Mrs, Scharlieb was to be congratu- 
lated on the low rate of mortality. He thought all sub-mucous fibroids not larger 
than a foetal head, and many injected fibroids, should be removed by the vaginal 
route. He agreed with Mrs. Scharlieb in preferring total hysterectomy to supra- 
vaginal amputation. 

Mrs. ScHarizs, in reply, said that she always left one or both ovaries if they 
were healthy. She pointed out that she had not alluded to the condition of the heart 
and kidneys, as they could not be included in degenerations or local complications of 
fibroids, ° 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held at Liverpool, October 16th, 1908, Dr. A. J. Wattace (Liverpool), 
President, in the Chair. 


Dr. H. Briaes (Liverpool) exhibited the following specimens :— 

1. Cervical Fibroid undergoing Spontaneous Enucleation. 

2. Follicular Cyst of Ovary and Small Tubal Mole. 

8. (idematous Fibroma of the Ovary. 

4. The Uterus and Appendages from a Case of Tubercular Metro-Salpingo- 
Oophoritis, 

5. Calcified Fibroid the Size of a Billiard Ball, Removed from the Pouch of 
Douglas in a Woman of 60. 

Dr. Lioyp Roserts (Manchester) showed a cyst of the right labium majus the size 
of a large orange, removed from a sextipara, aged 34, and attributable to an 
injury of the vulva about three years ago. Considerable pain of a neuralgic nature 
was present in the right groin. Coincidentally there was an intra-uterine fibroid 
polypus causing menorrhagia, 

Dr. Donatp (Manchester) narrated the case of a patient aged 22, three years 
married, with one child two years old, in whom there was a history of regular 
menstruation until February last, when the period was ten days late, and lasted 
about ten days. On the tenth day there was sudden colicky pain in the abdomen 


followed four days later by a severe peritonital crisis. Per vaginam, a small swelling ~ 


could be made out near the left cornu of the uterus. Abdominal section revealed 
diffuse intra-peritoneal hemorrhage due to the rupture of an early isthmic tubal 
gestation. Convalescence was normal. Dr. Donald also communicated three cases 
of red degeneration of uterine fibroids associated with symptoms of toxemia and 
exhibited the specimens. 

Dr. W. Bratr Bett (of Liverpool) related 


(1) A Case or Urertne Frsroips Compricatinc a Four Montus’ PREGNANCY IN A 
MuttipaRous WoMAN AGED 35. 


Supravaginal hysterectomy was performed on account of a cervical growth filling the 
pelvic cavity. 


(2) A Case or Fisro Cystic Tumour or THE Ovary. 
The specimens were shewn. 


Dr. Gemmett (Liverpool) briefly recited the after histories of two cases of multiple 
fibroma uteri; in the first, treated by myomectomy with removal of two growths, 
one of which weighed 2} lbs., the patient returned four years later debilitated by 
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menorrhagia and metrorrhagia, with two interstitial tumours and a submucous growth, 
the largest of which was the size of a hen’s egg, and necessitated sub-total hysterec- 
tomy. The second case returned two years after sub-total hysterectomy; the growth 
was undergoing necrobiosis. The patient was a virgin, et. 30. The uterine appendages 
were normal and were not removed. Eight months before her return, blood-stained 
offensive yellow vaginal discharge became a constant source of complaint, and, 
during the last five months, almost constant bleeding, so that she was incapacitated 
from work. The pelvis was occupied by a swelling, felt on the summit of the 
cervical stump, which in shape and size resembled a uterus pregnant two months, 
and was very tender. The abdomen was opened, and the right ovary was seen to 
have formed an abscess. Both appendages were removed. These cases illustrated 
that in the presence of fibroid growths in young women there may be ‘“‘ seedlings ”’ 
present, which escape the senses of touch or sight, and also that where the ovaries 
are not removed, infective changes may take place leading to their disintegration, the 
probable source of infection being by the bacillus coli, and raise the question should 
hysterectomy be done in all such cases, 

The proceedings then terminated, 


Meeting held November 20th, 1908, Dr. A. J. Wattace (Liverpool), President, 
in the Chair. 


EXHIBITION OF SPECIMENS. 


Dr. J, W. Martin (Sheffield) exhibited a specimen of “ Extra-uterine Pregnancy” 
occurring in the left Fallopian tube of a uterus bicornis unicollis. At the 
abdominal section the left Fallopian tube containing the gestation sac was seen to be 
attached to the left cornu of a double uterus. The cornu in size and shape resembled 
the normal corpus uteri. The right horn was represented by a solid structure 4 in. 
long, and as thick as the little finger. It occupied the sac of a right-sided inguinal 
hernia. The round ligament and the right appendages could be recognised, but the 
attachment of the right Fallopian tube to the rudimentary cornu was indistinct. 

Dr. Gemmett (Liverpool) showed a specimen ot “Primary Epithelioma of the 
Vagina” occurring in a woman, ext. 40. The growth occupied the upper three-fourths 
of the posterior wall, and was freely excised after a preliminary Schuchardt’s incision 
had been made. Microscopically, the structure was that of a squamous-celled growth, 
with pronounced mitotic nuclear figures. This feature, together with the absence of 
cell-nests, pointed to its rapid growth, 

Dr. Perctvat E. Barper (Sheffield) reported a case of “Pelvic Hematocele” due 
to carcinoma, simulating ectopic gestation. The patient was a single woman, et. 37, 
who complained of severe abdominal pain following a period of three months’ 
amenorrhea. Under anesthesia the pouch of Douglas bulged downwards, and the 
examining finger pased readily through very friable tissue into a cavity from which 
escaped blood-clot and broken-down débris. Microscopical examination showed it to 
be a columnar-celled carcinoma, probably secondary to adeno-carcinoma of the ovary. 

Dr. W. E, Fotnercitt (Manchester) recorded two cases of 


GYNATRESIA. 


The first was that of a girl, et. 14, the subject of advanced phthisis, who came 
under observation on account of pain in the right side and two months’ amenorrhea. 
Menstruation began at the age of 13, and was regular for a year, when it ceased. 
Examination revealed an abdominal tumour reaching to the umbilicus; its lower pole 
could be felt per vaginam, and to the extreme right of this a crescentic slit repre- 
sented the os externum of the right half of a double uterus, through which menstru- 
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ation had occurred for a year. The left half was atresic, and distended by retained 
menstrual fluid, which was evacuated. The symptoms were entirely due to the 
general malady, the hematometra being an accidental complication. In the second 
case hematometra and hematocolpos were present in a girl, et. 16, who had never 
menstruated and had had no menstrual molimina. On evacuating the over-distended 
bladder, an abdominal tumour extending above the umbilicus was defined. There 
was no vaginal orifice, and the perineum was bulged as by a foetal head at the end 
of labour. An incision behind the meatus urinarius through one-third of an inch 
of very firm tissue evacuated about a gallon of the usual chocolate-coloured fluid. 
The edges of the vaginal mucosa were secured to the edges of the skin incision. 
Free drainage was ensured by maintaining the sitting posture from the time the 
patient left the operating table. 

Mr, R. Favett (Sheffield) narrated a case of obstructed labour in a bicornute 
uterus. The patient, «xt, 23, had had two children, the last 14 months ago. She 
gave a history of 7} months’ amenorrheea, with more cr less constant abdominal pain, 
and latterly severe hemorrhage. The physical signs resembled those of an ovarian 
tumour complicating pregnancy. Abdominal section showed the condition to be due 
to pregnancy in a uterus bicornis unicollis, the right horn of which was occupied by 
the foetus, the left horn, the smaller, contained the placenta. Czsarean section was 
performed through a transverse incision, and recovery was uneventful, 

Dr. Mites H. Purtuirs (Sheffield) related a case of “Apparent Recurrence of a 
Cervical Fibroid” in a patient, decipara., et, 48, from whom he had enucleated a 
cervical fibroid a year previously. The patient returned complaining of pelvic pain 
and bladder irritability. There was no vaginal discharge or loss of flesh. Examina- 
tion revealed a bossy tumour in the anterior lip of the cervix, in the site of the 
original growth. Abdominal total hysterectomy was carried out in the event of the 
tumour proving to be malignant. Microscopically it was to be regarded, however, as 
a fibro-myoma undergoing myxomaious degeneration, 

Mr. Arcuipatp Curr (Sheffield) communicated a short note on “The Spontaneous 
Closure of Ureteral Fistule.” 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SEcTION oF OBSTETRICS. 
Meeting Friday, November 13th, 1908, the President, E. H. Tweepy, M.D., 
in the chair. 
Sectional Secretary—Henry M.D. 
Twelve Cases of Malignant Disease of the Uterus (eight operated on by Wertheim’s 
method ). 

The Presipent exhibited specimens from twelve cases of malignant disease of the 
uterus, eight of which had been operated on by Wertheim’s method since the last 
meeting of the section. The cases were not all that he had done, but they made a 
sad and suggestive exhibit. He had done as large a total extirpation as possible, but 
some of the cases were obviously not cases in which Wertheim’s operation could be 
performed. He held that they should operate on every possible case that gave the 
least hope of immediate recovery, even if the immunity were only for six months. 

Dr, Pureroy agreed that operation should be attempted where there was reason- 
able hope of survival. Where recurrence took place it was attended with less distress, 
and with almost absence of discharge. 

The PresIpENT, in reply, said he had a good many more cases tabulated, but he 
thought it better to defer a paper for some time in order that he might be able to 
follow them up and see how much good had been done. He now merely recorded the 
present cases to show that a serious attempt was being made in the country to 
grapple with the awful disease of cancer of the uterus. 
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A Fibroid Uterus removed along with Hernial Sac for the Relief of Recurrent 
Peritonitis. 

Dr. R. D. Pureroy exhibited a fibroid uterus removed along with hernial sac for 
the relief of recurrent peritonitis. The patient, an unmarried woman, about forty 
years of age, was in anything but good health at the time of the operation. She had 
previously undergone ovariotomy, and the cicatrix had yielded, and the case was com- 
plicated with a ventral hernia. She sought relief because she suffered from menor- 
rhagia, with recurrent peritonitis. The uterus had a layer of lymph on its anterior 
surface. The point of interest in the case was what had given rise to the peritonitis. 
Was it the presence of the hernia, and the dragging on it caused by adhesions 
between it and the uterus? 

The Presipent said that ovariotomy a few years ago was usually attended with 
peritonitis. He believed the suffering was caused by the wound not uniting. 


The Late Sir A. V. Macan. 

At the conclusion of the exhibits, 

Sir Witt1am Smyty said that on the last occasion on which they had met the 
chair was occupied by Sir Arthur Macan. Years before the Academy was thought 
of, Sir Arthur Macan was one of the most active members of the old Obstetrical 
Society, and since the formation of the Academy there were years when the very 
existence of that Section rested almost entirely on his exertions. He could remember 
very well the first evening on which he (the speaker) went to the old Obstetrical 
Society, when a member proposed “that no new-fangled, German, or moonshiny ideas 
be permitted to be discussed at the Society.” Sir Arthur Macan was at that time the 
only representative of such ideas, and the reply he made was: “I have small hope of 
converting any of you to these ideas, but when you are all dead they will be accepted 
as truisms.” Sir William stood there to-night, with, perhaps, Dr, Atthill and 
Dr. Purefoy as the only ones alive who could have been at that meeting, and he now 
saw before him a meeting of men who accepted those “new-fangled” ideas as mere 
truisms. He thought that they should not let the evening pass by without placing on 
record not only their regret at the loss which the Section had sustained in the death 
of Sir Arthur Macan, but also their sense of esteem for his memory, and gratitude 
for the part he took in sustaining the reputation of obstetrics in Dublin. He there- 
fore proposed :— 

“The Obstetrical Section of the Royal Academy of Medicine in Ireland at 
their first meeting for the present session desire to place on record their regret at 
the great loss which this Academy, and especially this Section, has sustained by 
the death of Sir Arthur Macan.” 
Dr. Pureroy endorsed to the fullest extent everything that had fallen from Sir 

William Smyly. Sir Arthur Macan had won for himself a foremost position amongst 
the authorities and exponents of obstetrics and gynecology in the United Kingdom 
by assiduous hard work and thoroughness, and the profession had sustained a severe 
loss in his death. 

The PresipEnt desired to add his personal sorrow at the loss of Sir Arthur Macan 
to the Rotunda Hospital. He had had the privilege of first learning midwifery from 
Sir Arthur when he was Master of the Rotunda, and he could tell them of the 
improvements wrought in the hospital during his time. Sir Arthur had no data to 
work on, and the antiseptic methods of the Rotunda were worked out in detail by 
him. He introduced asepsis; and they still had in the hospital his charts containing 
rules for abdominal palpation. He curtailed examinations to four; and he adopted 
methods of washing hands and disinfecting in a way undreamt of in the United 
Kingdom before. He made mistakes at first, but he eventually evolved a com- 
paratively perfect system. No one would know how much he had influenced medical 
and surgical thought. The whole world had gained by the life of Sir Arthur Macan, 
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and he hoped they would all keep abreast of the times to the last as Sir Arthur had 
done. 

This resolution was passed in silence, all present standing. 

A Case or Ector1a Vesic2 CoMPLICATING PREGNANCY. 

Dr. Hotmes read a paper on this subject. The patient, aged 33 years, was 
admitted to the Rotunda Hospital, six and a half months pregnant, suffering from 
ectopia vesice. The separation of the pelvic bones was very marked, as much as 
six inches. The external genitalia were represented by poorly formed labia majora, 
which diverged upwards, the nymphe and clitoris by a small band of skin which 
traversed the introitus vagine, the latter being a narrow transverse slit situated very 
far forward, thus making the perineum very long. At the seventh month labour set 
in spontaneously. The head was driven down into the long perineum, which was 
divided, and the head easily delivered. During the puerperium prolapse occurred, as 
there was no anterior support. The patient left hospital well. The infant was still- 
born. Apparently there are not many cases of this anomaly—about fourteen recorded, 
Munro Ker mentions one, Adams another, Klein seven cases, and Champneys refers 
to the condition. 

Dr. Spencer SHertt asked how Dr. Holmes had arrived at the conclusion that 
the separation of the bones was six inches by the X-rays. It would infer that the 
X-rays were accurate for measurement of the pelvis, but experience showed that 
that was not the case. Perhaps he simply judged it to be six inches approximately 
from the shadowgraph. 

The Prestpent said he had an opportunity of seeing the case before leaving the 
hospital. It was a typical example of split pelvis. The pelvis could now be 
measured very accurately by means of the X-rays with the aid of a special device 
which had been invented for the purpose. There was no fore-shortening in the photo- 
graph, and there was no reason why the gap between the bone could not be measured 
very accurately. 

Dr. Hotmgs, in reply, said the measurements were made as felt with the measure, 
and they practically coincided with those obtained by the photograph. There had 
been only about fourteen cases recorded. 


Myoma AND PREGNANCY. 


Sir Witt1aM Smyzy read a paper on myoma and pregnancy. Having briefly re- ~ 
ferred to the subject in general he detailed a case in which serious complications 
during childbirth and the puerperium were caused by a myoma as large as an adult 
fist, growing from the lower segment of the uterus and developed between the layers 
of the left broad ligament. These complications included tedious labour, malpresenta- 
tion, version and extraction of a dead foetus, post-partum hemorrhage, retention of 
the lochia, followed by putrefaction and septic fever. The removal of the tumour 
by an abdominal operation was succeeded by a pregnancy which ended in the birth 
of a living child after a normal labour, 

Dr. FirzGipson cited a case in which a fibroid occupied the entire fundus. It 
flattened out over the foetus, until in the later months it was difficult to differentiate 
the tumour from the uterine contents. The case was watched, and allowed to go to 
full term, and the woman was delivered of a living child without difficulty. 

Dr. Pureroy said the difficulty of diagnosing pregnancy in the first few months 
in fibroid uterus was a matter of great importance, and should be constantly present 
to their minds when dealing with such cases. Sir William Smyly’s paper illustrated 
the fact that a woman having a fibroid uterus often passed through several years of 
married life before pregnancy occurred. In some cases the tumour remained station- 
ary in pregnancy. In some it diminished, as in a case where several small fibroids 
were palpated at the first pregnancy, while in a second and third pregnancy their 
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presence was difficult to recognize. On the other hand, in some cases the tumour 
grew very rapidly. His own observations bore out Sir William Smyly’s statement 
that in some cases they removed a fibroid uterus without suspecting it to be gravid. 
The presence of one or more fibroids would give them trouble chiefly in the third 
stage. Some observers in England advised patients to avoid matrimony, as pregnancy 
was fraught with great risk under the circumstances, but that was not their 
experience in this country. 

Dr. Hotmss recalled a case in which the patient, after delivery, developed 
puerperal ulcers, and died. ‘The uterus was studded all over with myoma, and 
practically every fibroid was either a little abscess sac or had burst. _ 

Dr. Row.etre said there was a peculiar form of degeneration in fibroids which 
occurred frequently, but did not appear to occur apart from pregnancy. In some 
cases the whole fibroid underwent a marked red pigmentation. In other cases there 
was much less pink colouration, 

Dr, Henry Jevuett said he had watched a case during the whole of pregnancy a 
year ago. The patient came about the second month. The uterus was large, soft and 
flabby on top, and below was hard and irregular. He came to the conclusion that 
there were myomata, and that she was probably pregnant. The myomata were 
situated apparently as close to the cervix as they could be. Pregnancy went on 
without trouble, and the myomata preserved their position. After the ninth lunar 
month the myomata were still close to the cervix, but with little space between. He 
still thought they would probably offer an obstruction to delivery. A fortnight after- 
wards, however, there were no myomata to be felt, as they had gone up above the 
symphysis, drawn up during the formation of the lower uterine segment. She had 
a normal confinement. In another case he operated two years after pregnancy, and 
found two ordinary intra-mural myomata which had apparently completely died. 
There was no circulation in them, and they had a complete capsular wall of calcareous 
concretions. 

Dr, AsHE asked what was the position of the placenta in relation to the tumour. 

The PrestpENnT said so far as he knew this case was the first reported in Dublin 
of myomectomy with subsequent pregnancy. Myomectomy at full term without the 
removal of the uterus seemed to him an impossible operation in the majority of cases. 
The hemorrhage that followed the enucleation of a myoma in a pregnant uterus would 
be greater than he would like to face. In young married women they would all 
operate if they were sure they could remove the tumours by myomectomy, but that 
was what they were not sure of. He therefore always let a young married woman 
keep the myoma in the hope that she would become pregnant. He thought their 
resources were quite adequate to deal with the myomatous condition no matter where 
situate. It was not always easy to diagnose pregnancy when it occurred in a 
myomatous uterus. 

Sir Witt1am Smyty, in reply, said the tumour was attached to the lower uterine 
segment, and was about the size of a billiard ball. When he opened the broad 
ligament from the front he had no difficulty in enucleating it. There was considerable 
hemorrhage, but he was fortunate in that the first suture included the uterine artery, 
and he had little trouble afterwards. He did not ligate the ovarian artery separately. 
He sutured up the rest of the cavity with silk sutures. 


Card Specimens. 


The PrestpEnt showed the following card specimens :—(a) epithelioma of uterus, 
9; (6) adeno-carcinoma of uterus, 3; (c) sarcoma of uterus; (d) fibroid of uterus, 14; 
(e) adeno-myoma of uterus; (f) carcinoma of ovaries; (g) cyst of ovary, 6; (h) 
dermoid, 2; (i) pyosalpinx; (j) tubercular tubes; (4) tubal pregnancy; (/) ‘hyperne- 
phroma. 
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REVIEWS OF RECENT BOOKS. 


Tue Principtes AND Practice or Gynacotocy., By E. C, Dudley, A.M., M.D. 
Fifth edition. 481 illustrations, 20 plates, pp. 806. London: Henry Kimpton, 
1908. Price 25s. net. 


In the fifth edition of this well known book, the author has condensed, rewritten 
and rearranged many parts, and has thus found space for some valuable new matter. 
He has added an introduction in which he claims for gynecologists the credit due 
for the most important advances in abdominal surgery. He also offers an indictment 
against a certain ‘‘type of general surgeon, whose number increases day by day.” 
“This type of universal operator . . . with refinement neither of diagnostic nor 
operative technique, with no appreciation of his limitations, hypnotised by an 
apprenticeship of six weeks in some post-graduate school, or by no apprenticeship at 
all, emboldened by the fact that no one has called him to account, would make 
gynecology crude and common, would persuade the public and the profession that 
it is a mere caudal appendix to surgery on which no one fears to tread.” 

It will be remembered that in this book an etiological classification of the 
diseases of women is employed in place of the usual anatomical one. This course 
was strongly recommended by Berry Hart, for teaching purposes, in a paper published 
in the early nineties; but Dudley and, in a smaller work, Ballantyne are, so far as 
we remember, the only authors who have carried out the idea with much success. 
In Dudley’s section entitled ‘‘ infections, inflammations and allied disorders,’ he 
does not distinguish between the common gynecological troubles which are really due 
to infection and those in which infection plays no part whatever. He says indeed 
that it is needless to make any such distinction. This avowedly feeble etiology can 
hardly survive through further editions. It will soon have to be realized that most 
of the conditions with names ending in -itis are not inflammations at all. In supra- 
vaginal hysterectomy, the author advises bringing together in the middle line the 
cut ends of the broad ligaments, the line of suture which covers the pelvic floor 
with peritoneum being made sagittal instead of coronal. 

In discussing the treatment of cancer Dudley gives a full description of Schu- 
chardt’s para-vaginal hysterectomy, of radical abdominal hysterectomy according to 
Wertheim, and also of igni-hysterectomy, which means removal of the uterus by the 
cautery and cautery clamp partly by the vaginal and partly by the abdominal route. 
In considering the operation of election Dudley says that ‘‘the removal of glands is 
of questionable value, is extra hazardous, and involves an immediate mortality which 
more than offsets any probable advantage.’’ If the case is operable, the chance lies, 
he considers, between the radical abdominal operation without removal of glands on the 
one hand and igni-hysterectomy on the other. Dudley favours the latter on account 
of ‘‘its lesser immediate mortality and its encouraging freedom of recurrence.”” He 
thus completely ignores vaginal and para-vaginal hysterectomy in his summary of 
radical treatment. Here is good advice on perineorraphy. ‘‘ Always individualise 
each case, find out the lines of tear, their direction, their length, and then put the 
fragments back where they were before. He who does this will do a different 
operation in every case, but he will do one man’s operation—the man will be himself. 
If one of the stereotyped operations in an individual produces a perfect result, it 
will be not because it has anything like universal adaptation to the repair of an 
injured perineum, but because it chanced to fit that case.’ 
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This writer has absorbed the most recent views as to the perineum and pelvic 
floor. Thus he holds that ‘‘the importance of the levator ani muscle as a means of 
support has been over-estimated ’’ and quotes the conclusions of Browning, ‘‘ That in 
the human subject the levator ani belongs to the class of rudimentary muscles. That 
the weakness of its origin, as well as the direction and the insertion of its fibres, is 
inconsistent with the design of the support,” and cetera. Again, ‘‘ The idea that the 
uterus is supported by the vaginal walls, or by the perineum, or by the uterine 
ligaments, is obsolete.” Further, quoting from Reynolds, ‘‘Our experience of late 
years in total extirpation of the uterus has taught us that the only attachment 
between the genital canal and the pelvic wall which is not readily separated with the 
finger is the insertion of the broad ligaments into the lateral edges of the uterus and 
the vault of the vagina. These, the only firm supports of the vaginal vault, furnish, 
then, the only upper points which rationally can be used in the restoration of the 
anterior (vaginal) wall. The utilisation of the bases of the broad ligaments has 
moreover the very great incidental advantage that it not only relieves the uterus of 
the weight of the prolapsed anterior wall, but in itself, as will be seen, tends to 
restore the prolapse by throwing the cervix backward. The first point in any 
operation (for prolapse) then should be the attachment to each other of these two 
firm portions of the wall.’’ Dudley, with these views, recommends and describes a 
good operation for prolapse in which the bases of the broad ligaments, exposed 
through the anterior vaginal wall, are united in front of the cervix. 

This book contains a great proportion of good stuff, little that is indifferent and 
very little that is bad. It is full of precepts that almost reach the level of epigram. 
Thus ‘‘ When in doubt do not drain’’ could hardly be excelled for terseness and 
wisdom. Again, ‘‘Do the operation adequately but with the least possible amount 
of operating ’’ might well be taken to heart by the majority of operators. In fact 
there is a great deal of Dudley as well as a vast amount of valuable information, 
and, while placing this fifth edition on his most easily accessible shelf, the reviewer 
feels that he would esteem it a great privilege to make the author’s personal 
acquaintance. W. E. F. 


Report oF THE NatIONAL CONFERENCE ON INFANTILE Morvatity. Westminster : 
P. S. King and Son. Price 1s. 6d. net. 

This report of the Conference on Infantile Mortality, held under the Presidency 
of the President of the Local Government Board, in the Caxton Hall, Westminster, 
in March of this year, contains many interesting and instructive papers on a subject 
of prime importance to the State. Many of the matters under discussion especially 
concern those of us who have the care of pregnant women, and nursing mothers and 
their infants. 

The President’s address is mainly occupied with the legislative measures which 
have been passed or are contemplated with a view to diminishing the loss of infant 
life, such as the Notification of Births Act, and Bills to deal with baby farming, 
overlaying, and such like. In bringing home to mothers the necessity of nursing 
their children, the speaker uses a very expressive phrase when he says, “A mother 
cannot and ought not to sub-let her maternity.” 

Miss Alice Ravenhill discusses “The Education of Girls and Women in the 
Functions and Duties of Womanhood,” and pleads for instruction in schools, 
beginning with simple biological teaching and followed at a later stage in Continuation 
Schools, when the girls are eighteen or nineteen years of age, by lectures from medical 
women on pregnancy, child-birth, the care of infants and so on. Alderman 
Broadbent’s paper gives a short account of the scheme of work against infant 
mortality as carried out at Huddersfield, and of the remarkable results obtained— 
results which undoubtedly suggested the recent Notification of Births Act. M. Henri 
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Coullet gives the experience of France as to the best means of helping the mother 
below the “poverty” line; and Miss Boileau of what has been done in the same 
direction in this country. 

These and other papers, with. the discussion which followed, are collected in this 
book, which, as a permanent record of a most important Congress, is sure to be 
consulted in reference to any question relating to the great work of diminishing the 
infantile mortality. 


Movaste Kipney. By Harold Wilson, M.B., F.R.C.S. and C. M. Hinds Howell, 
M.B., M.R.C.P. London: Edward Arnold. 1908. Demy 8vo., pp. 104. 
Price 4s, 6d. net. 


Though the affections of the kidney do not come within the limits of Gynecology, 
movable kidney must be considered in a category by itself and looked upon as 
within what the Germans term the “Grenzegebiet” of gynecology and general 
medicine and surgery. Indeed, the gynecologist probably sees as many cases, at any 
rate of the minor manifestations of this condition, as his medical or surgical col- 
league. Its ill-defined position in the medical system is shown by this monograph 
being written by a surgeon in conjunction with a physician of neurological tendencies. 
And such a combination seems to us a particularly happy one, for the chief problem 
to be faced before the treatment of these cases can be carried out satisfactorily is to 
decide how much of the trouble is to be ascribed to the local condition and how 
much to a general neuropathic state and how far the former may aggravate the 
latter. We, therefore, welcome this book and would like to draw attention to the 
many matters it contains of interest to the gynecologist. 

In the opening chapter the authors attempt the difficult task of defining the term 
“movable kidney.” They consider that it is quite unjustifiable to include all cases 
in which the kidney is palpable, as such can be found in about 60 per cent. of women, 
and would limit the use of the term to (1) cases in which there is excessive re- 
spiratory descent, i.e., more than 2 to 5cms., so that not only the lower pole but 
most of the anterior surface of the kidney is palpable on deep inspiration; (2) 
cases in which abnormal mobility may be communicated to the kidney from the 
exterior, including those in which the organ is so displaced as to be no longer in- 
fluenced by the respiratory movements; (3) those in which rotation of the kidney, 
alone or in combination with descent, is able to take place. 

After a chapter on the anatomy of movable kidney the authors discuss the in- 
teresting question of the etiology of this condition. Its frequency has been greatly 
exaggerated by many observers who include all cases where the lower pole of the 
right kidney is palpable and moves on respiration; these the writers do not consider 
as “movable.” The greater frequency in women is agreed on by all and the generally 
accepted explanation is that pregnancy is the cause. With this, however, the authors 
do not agree, and call attention to their own series in which 39 cases occurred in 
parous women and 37 in nulliparous, whilst in 8 the history as to parity was wanting, 
They consider that the three factors which render women more liable to this affection 
than men are: (1) the wider and shallower renal fosse in the female; (2) the 
traction on the lower pole of the right kidney exercised by the overloaded cacum 
and ascending colon in cases of chronic constipation, which is admittedly commoner 
in women than in men; (3) tight-lacing. After a discussion of the pathology based 
on the records of cases of nephrorraphy at St. Bartholomew’s Hospital and on ex- 
perimental work on animals, in great part original, the physical examination is 
described. Attention is directed to the exaggerated impression of enlargement of 
the organ which is often obtained when the kidney is supported by the one hand 
and palpated by the other, and to the loss of expiratory return, which, although in- 
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dicative of stretching of the perinephric fascia, is no guide to the occurrence or 
absence of true renal symptoms, and to inward rotation of the lower renal pole, 
which is a much more valuable sign, but by itself is by no means infallible. 

The cases presenting acute symptoms concern us little as they occur more fre- 
quently in men, probably from the frequency of trauma as a cause, and because they 
belong strictly to the province of the surgeon. In the chronic cases pain is the 
most frequent symptom, and on its importance as regards treatment the authors have 
much valuable information. It is well-known that the degree of renal mobility bears 
no relation whatever to the pain complained of, also that the appreciation of pain 
varies with each individual, and largely depends on the presence or absence of the 
neurasthenic element. The recent tendency to look on the patient’s pains as part of 
a neurotic condition is considered a mistake. Rather is it that the constant pain, 
slight though it may be, has in time produced the neurasthenia, and the greater the 
neuropathic tendency the sooner will this condition be reached. The occurrence of 
neurasthenia does not contraindicate operation, though it means that great caution 
must be exercised. The discussion of the indications for the operation in the more 
chronic cases is carried out in a sane and judicial spirit. The question is undoubtedly 
the most difficult one which meets anyone studying the subject and this monograph, 
though containing the most recent views, cannot be said to have reached anything 
like finality as regards methods of treatment. An excess of surgical zeal—well illus- 
trated by the views of the writer of another monograph, quoted in this book, who 
attributes almost everything between insanity and appendicitis to the vicious influence 
of a movable kidney,—has brought about a reaction against the operation of renal 
fixation. 

In addition to acute torsion the authors recognize the following indications for 
operation : Evidence of pathological changes in the kidney, mechanical changes pro- 
duced in other viscera (e.g., dilatation of stomach), and severe aching in the lumbar 
region unrelieved by an efficient truss. As contraindications they mention Glenard’s 
disease, marked prolapse of the genital organs in the female, and a certain type of 
neurosis in the patient. This last type is not very clearly defined, and so far as we 
can judge the whole matter is contained in a nutshell of two lines. “The important 
point is to recognize the patient, usually of a neuropathic stock, who has all her life 
suffered from something or other.” The last chapter is devoted to a description of 
the operation of nephrorraphy, its effects on the kidney and its results. We extend a 
hearty welcome to this monograph and would especially congratulate the authors on 
the reasonable and well-balanced attitude of mind in which they have approached the 
discussion of a subject which readily lends itself to extreme views. 


Tue Transactions oF THE Royat AcapeMy or MeEpicine 1N Vol. XXVI. 
Edited by James Craig, M.D., F.R.C.P.I. Dublin, John Falconer, 1908. 

The chief interest to the Journal in this volume of Transactions lies in the report 
of the Section of Obstetrics, and as the meetings of the Section are reported in our 
pages, and some of the more important papers published in extenso, there is little to 
call for comment, 

We might, however, call attention to a case of death from “Labour Shock,” 
reported by Professor Kinkead, of Queen’s College, Galway; as three cases of a 
similar character appeared in the Report of the Rotunda Hospital, for 1906. The 
report of this Hospital for 1907 is included in the papers of the Section of Obstetrics 
and the report of its pathological department in the Section of Pathology, but these 
we hope to notice more fully in our next number. 
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Presents the active therapeutic principle of Ergot 


Preparations which exhibit the characteristic effects of 
Ergot on the blood-pressure and the uterus 
owe their activity to certain specific active 
principles, the effect of which is usually 
obscured and complicated by the depressor 
constituents. As the result of extensive 
researches in the Wellcome Physiological 
Research Laboratories, crystalline salts of 
a new alkaloid of Ergot have been obtained 
in a state of chemical 


©Ernutin’ (for 


«Purity. To this alkaloid 


the scientific name of 
“ Ergotoxine” has been given. In 
‘ERNUTIN, B. W. & Co. are 


enabled to present a preparation 


of uniform potency and containing 
this active principle in a state of purity 
which has hitherto never been approached. 
‘ERNUTIN’ is physiologically see 


standardised by observation of its Mswemens: 


effects on the vaso-motor functions of the sympathetic 
nervous system. 
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The reciprocal relation of lactation and menstruation (Posoze) - 
The secretion of milk from supernumerary mamme er 
Hermaphroditism (Johnston) - 

A uterus in the scrotum with two testicles (Cornil de Beene 


Pseudo-hermyphroditismus masculinus internus: uterus bicornis in a hernial 


REPORTS OF SOCIETIES 
Royal Society of Medicine - - 
North of England Obstetrical and Ciencia Society - - 
Royal Academy of Medicine in Ireland - - - - - 
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In the next number will appear an interesting anti- 
quarian paper by Prof. Ingerslow, of Copenhagen, 
Résslin’s “Rosegarten,” in which its relation to the earlier 
writers is traced, especially to Moschion and Soranos. 
The Muscio manuscripts, with their illustrations, 
described, and many interesting points brought out with 


regard to the early attempts at podalic version. 
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“SCOTT'S Emulsion a Tonic Food.” 
“Uniform Success.” 


“When similar preparations rejected.” 


--—— ———., Edinburgh, February 15th, 1907. 


‘“Dear Sirs,—Very frequently during the last few 
years I have used your valuable Emulsion in all kinds 
of wasting conditions with almost uniform success. For 

Evidence: delicate children it is particularly beneficial and is 
tolerated and assimilated when all similar preparations 
are rejected. This was so in the case of my own little 
son who was very ill for a long time, and whose ultimate 
recovery I largely attribute to a long course of this 
©Tonic-food.’ ”’ 


I am, Yours, 


M.B., C.M., Ed. 


16 oz. Bottle, with formula, free to any physician, surgeon, or 
certificated nurse desiring to test SCOTT'S EMULSION. 

SCOTT & BOWNE, LTD., 10 and 11 Stonecutter Street, 
Ludgate Circus, London, E.C. 


Dionin. 
A freely soluble Morphia Derivative yielding a 
neutral aqueous solution, devoid of the secondary 


properties of Morphia. An excellent Analgesic and 
Sedative in n painful diseases of women. 


Fibrolysin. 


A Thiosinamine compound, easily soluble in water. 
Effective for softening and removing Scar ‘Tissue; 
promotes absorption of the. éxudates of the feminine 


sexual organs. Used in Chronic Parametritis, Fibro- 
myomata, &c. 


Perhydrol 


Merck’s Peroxide of Hydrogen, chemically pure, 
absolutely free from acid, containing 30 % by weight of 
H,O,=100 volumes of oxygen. An excellent Disinfec- 
tant and Antiseptic, possessing deodorising and hamo- 
static properties which render it eminently adapted for 


. gynecological and obstetric purposes. 


Stypticin. 


By long experience and extensive use shown to be a 


promptly acting hemostatic in uteri1e bleeding not due 


to anatomical changes after miscarriage and parturition, 
especially in functional bleeding. 


Tropacocain. 


This anesthetic is to be preferred in consequence of 
its relatively non-poisonous character. It is especially 
recommended for the production of Spinal Anesthesia 
in Surgical and Gynecological practice. 


Samples and Literature will be sent, post free, on application to 


Chemical Works, Darmstadt. 
London Office: 16, Jewry Street, E.C. 


Telephone ; 138736 Central. Telegrams: ‘‘Bissula, London.” 
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